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ABSTRACT
SEARCHING FOR A SENSE OF PLACE: THE PROCESS OF HOW ADOLESCENT
GIRLS OVERCOME SUICIDALITY
TAMARA KEEFNER
2019
Suicide and self-harming behaviors are significant public health problems among
children and adolescents globally and in the United States. Despite significant advances
in recent decades to understand, prevent, and treat childhood and adolescent self-harming
and suicide, suicide rates remain high. Since the National Action Alliance for Suicide
Prevention set a goal to reduce suicide deaths and attempts by 40% by 2020, there has
been a paradigm shift in the study of suicide yielding significant advances in the
understanding of suicide and other forms of self-inflicted injury.
This dissertation highlights some of the new developments in the study of suicide.
First, a grounded theory model of the process of adolescent girls attempting and surviving
suicide is presented in Chapter 2, showing three separate but interrelated phases
describing the overall core phenomenon of searching for a sense of place. Second, a
concept analysis of the term suicidality in Chapter 3 indicates the need for standard use of
terms in suicide research. Finally, a scoping review of a new generation of theories of
suicide in Chapter 4 shows promise for moving suicide research forward in new
directions. Although there have been some significant developments in understanding
suicide, much remains unknown. The gap in the current understanding of suicide
provides a research agenda for future directions in the study of suicide
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Chapter 1: Introduction
It is a painful and tragic event when a loved one dies. It is even more tragic when
a child dies. Even more unimaginable and tragic is when a child’s emotional pain is so
unbearable that ending one’s own life is seen as the only option. As a parent, I cannot
comprehend how a child can feel that suicide is the only option. As a nurse working with
adults and children who have attempted suicide multiple times, I have found myself
asking, “What are we doing wrong?”
In my work as a nurse in a medical-surgical unit, I have observed patients
recovering from attempted suicide being isolated and receiving little attention from
nurses, compared to patients with other health conditions. Through talking with my nurse
colleagues, and taking my own observations into account, it was evident that moral and
ethical concerns shape attitudes regarding suicide and interfere with the care provided by
nurses. Additionally, while working in a psychiatric behavioral health unit, it became
evident that support for suicidal individuals is lacking. Support groups typically focus on
those who have lost a loved one to suicide, and little help is afforded those who are
suicidal. This knowledge spurred my interest in teaming up with a friend to start a suicide
support group. From that work, I heard similar stories from individuals describing
difficulties in finding the right help to constructively manage their suicidal thoughts and
behaviors. I was disheartened to discover how little evidence-based information was
available to inform my work as a suicide support leader at that time. I then realized how
much research needs to be done specifically with suicidal adolescents, and I needed to be
a part of generating new knowledge in this area.
Stigma, shame, and discrimination shroud the perplexing phenomenon of suicide
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in secrecy, leaving those with suicidal thinking and behavior to struggle alone and in
silence, living in turmoil permeating every aspect of their being. Suicide is not an easy
topic to discuss, and because providers do not know how to start the conversation, they
either focus on the wrong things or avoid it altogether. Suicide is the second leading
cause of death for youth and young adults (Kann et al., 2018); it is a ubiquitous yet
preventable public health concern. As a nurse, educator, and scientist, my goals are to
help decrease stigma, improve how we think and talk about suicide, improve assessment
and intervention practices, and ultimately save lives.
Fortunately, over the past few decades, there has been a paradigm shift in the
study of suicide yielding significant advances in the understanding of suicide and other
forms of self-inflicted injury. Understanding the nature of suicide has evolved with a
newfound focus on suicide prevention. An essential aspect of this shift is the focus on
breaking the silence by giving a voice to the marginalized population of those
considering suicide and those who have survived a suicide attempt. Giving a voice to
those who live with suicidal ideations and those who have attempted suicide provides us
with a unique view and valuable opportunity for better understanding of the complicated
issue of suicide from a first-person perspective. By bringing this taboo subject into the
open, public attitudes can change, and understanding and healing can happen. This shift
has revealed new ways to study suicide, informing policymaking, public messaging, and
treatment and support. The following section offers a brief overview of the history of
suicidology (the study of suicide), which provides the basis for this doctoral dissertation
research.

3
A Brief History of Suicidology
Since the World Health Organization (WHO) set its challenge of a global strategy
for health for all by the year 2000 (World Health Organization, 1981) and the United
States (U.S.) Surgeon General released its National Strategy for Suicide Prevention:
Goals and Objectives for Action (NSSP) (Center for Mental Health Services, 2001),
efforts have been made to gain a better understanding of the nature of suicide and how
health care providers can help prevent it. However, despite continued public and private
investment in research, suicide deaths and attempts have not declined worldwide. Among
people ages 10 to 24 suicide rates increased 56% from 2007 to 2017 (American
Association of Suicidology [AAS], 2019). As a response to this international crisis,
several nations have recently implemented national suicide prevention projects.
Suicidology was first explored in the U.S. in 1966, when the National Institutes of
Mental Health (NIMH) created the Center for the Studies of Suicide Prevention (AAS,
2019), later renamed the Suicide Research Unit. Clinical psychologist Edwin S.
Shneidman, co-director of the Center for the Studies of Suicide Prevention, observed a
limited scientific knowledge base was available regarding suicide. Dr. Shneidman
determined the need for a national organization devoted to research, education, and
practice in suicidology, with the goal of advancing the knowledge of suicidal behaviors
and prevention. Consequently, with the help of the NIMH, the AAS became the central
hub for many suicide crisis hotlines and suicide prevention movement networking centers
across the U.S. (AAS, 2019).
Rising rates of suicide in the 21st century called for new conversations and ways
of thinking about suicide. On World Suicide Prevention Day (September 10) in 2010, the
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National Action Alliance for Suicide Prevention (Action Alliance) was launched (Action
Alliance, 2019). The Action Alliance is an American suicide prevention organization
coordinating national efforts to advance the Surgeon General’s National Strategy for
Suicide Prevention (NSSP) (Action Alliance, 2019). This unique umbrella organization is
charged with advocating for suicide prevention as a national priority. In 2012, the Action
Alliance and the U.S. Surgeon General’s office released the revised strategy (Action
Alliance, 2012). The new NSSP included 13 goals and 60 objectives, with an overarching
goal to prevent 20,000 suicides. Since its inception, the Action Alliance has grown to
include more than 200 organizations and partnerships, and many prevention and research
efforts have been stimulated by the strategy (Action Alliance, 2019).
In the past, research on suicide prevention and intervention strategies rarely
considered the perspective of those who have attempted suicide or lived through suicidal
experiences (Action Alliance, 2019). Suicide psychological autopsies or the experiences
of suicide loss survivors have dominated suicide research. Research, support groups, and
resources have mainly focused on those who lost someone to suicide (AAS, 2019).
Because of social stigma, fear, and shame, experiences of those who were actively
suicidal have not been the focus of research (Burke & Neimeyer, 2014; Hunt & Hertlein,
2015; Nam, 2015).
The Action Alliance developed the Suicide Attempt Survivors Task Force, with
the mission to create a resource that would convey the voice of suicide attempt survivors.
The task force launched The Way Forward campaign, which represented a seminal event
in the history of suicidology (Action Alliance, 2019). The work of this group culminated
with the release of the 2014 report “The Way Forward: Pathways to Hope, Recovery, and
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Wellness with Insights from Lived Experience” (National Action Alliance for Suicide
Prevention Research Prioritization Task Force, 2014). The perspectives of suicide attempt
survivors informed this report and changed the current landscape of suicide studies and
prevention efforts.
In the study of suicide, few qualitative studies have provided a voice to
adolescents and young adults who have experienced a suicide attempt. To fill this gap,
the main study of this dissertation produced a grounded theory that illustrates the
perspective of young adults who attempted suicide when they were teenagers. This study
resulted in the creation of a model that describes the process of young women’s
experiences of attempting suicide and overcoming suicidal thoughts and behaviors. This
study is presented in Chapter 2.
Three other significant advancements in suicide research and prevention include
the development of (1) the NIMH’s Research Domain Criteria (RDoC), (2) a new
generation of theoretical models, and (3) a move toward a more uniform nomenclature
describing self-injurious thoughts and behaviors (Kattimani, Bharadwaj, Sarkar, &
Mukherjee, 2015; Klonsky, May, & Saffer, 2016; O’Connor & Portzky, 2018). Suicide is
considered a transdiagnostic phenomenon, meaning that suicide has underlying
mechanisms that are relevant across many disorders (Sauer-Zavala et al., 2017). The
RDoC is a transdiagnostic framework that calls for new approaches to research to
investigate suicide (and other mental health disorders) beyond the usual risk factors in
order to understand the nature and processes that interact and lead to suicidal acts
(O’Connor & Portzky, 2018).
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A Move Toward a Uniform Nomenclature
Scientific and clinical communities have recently engaged in discussions
regarding the terms that should be used to describe suicidal and non-suicidal self-harm
and how those terms should be defined (Kattimani et al., 2015; Silverman, 2006). A lack
of understanding and inconsistent use of terminology impedes transfer of empirical
knowledge to practical and useful clinical assessment and intervention. Researchers
reached a consensus that suicidal thinking and behaviors exist on a continuum that varies
in the degree of risk, ranging from suicidal thoughts, non-suicidal and suicidal behaviors,
and suicide. It is essential to make a distinction between each aspect of this continuum if
suicide is to be understood. Distinct behaviors appear along the continuum with different
base rates, courses, severity, correlates, and responsiveness to treatment. There is a
pressing need to further develop a more precise and specific conceptualization of these
concepts.
The term “suicidality” has been adopted by researchers to simplify the
phenomena. However, this term has confused research, since suicidality can be used to
describe any thought or behavior along the continuum of suicidal thoughts and behaviors;
thus, clarity is needed. As a response to this dilemma, a concept analysis of the term
suicidality was conducted as another part of this dissertation research. Results of the
concept analysis revealed the term suicidality is not a clinically useful term. This analysis
identifies specific terms that clarify what constitutes suicidal thoughts and actions which
are preferred and may be more useful in research and practice. Results of this analysis are
presented in Chapter 3.
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A New Generation of Suicide Theories
A plethora of published literature describes factors likely to increase the
probability of suicidal and non-suicidal self-injury, but why people engage in these
behaviors remains to be explained. Suicidal thinking and planning are markedly different
from the act of attempting suicide. There is also a distinct difference between attempting
suicide and dying by it. Still, a suicide attempt remains the best predictor of suicide (Grey
& Dihigo, 2015). Identification of the factors that distinguish an individual at risk for
suicidal thinking versus suicidal behavior or suicide is lacking. Additionally, adolescents
who consider taking their own life often do not disclose their intentions to others, even if
asked directly. This presents a quandary for the assessment of suicide risk. Subtle clues or
more explicit warning signs that require asking about risk must go beyond simply asking
about thoughts of suicide.
In the past, theories about suicide typically did not differentiate between the
conditions that lead to suicidal ideations and those associated with a suicide attempt or
death by suicide (O’Connor & Portzky, 2018). More recently, refined models that
examine risk factors interactions with attention to suicide ideator and attempter
differences have emerged. A new framework described as the ideation-to-action
framework has encouraged the development of this new generation of theories. These
models, however, are relatively new and are currently being debated, tested, and reexamined in the literature, leaving fertile ground for future research. The third
manuscript, in Chapter 4, provides a scoping review of historical theories and an
overview of the new generation of ideation-to-action theories with implications for
clinical practice and future research.
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Organization of the Remainder of the Dissertation
This study includes five chapters. Chapter 1 provides the introduction and
background of the study. Chapters 2, 3, and 4 are separate manuscripts. Each manuscript
is ready for submission to a peer reviewed journal and formatted according to selected
publisher guidelines.
Chapter 2 is the grounded theory (GT) study. The GT manuscript, Searching for a
Sense of Place: The Process of How Adolescent Girls overcome Suicidality, provides an
introduction, background, and purpose of the study, methods, results, and implications.
Figures illustrating the GT model are presented as manuscript appendices. This
manuscript is formatted for submission to the journal Issues in Mental Health Nursing for
publication.
Chapter 3 is the second supporting manuscript titled Adolescent Suicidality
Concept Analysis: An Evolutionary Approach. The concept analysis follows Rodgers’
(2000) evolutionary method with sections including an introduction, materials and
methods, identification of the concept of suicidality, surrogate terms, study setting and
sample and data collection, data analysis, and results. The results section includes
defining attributes, antecedents, and consequences followed by a discussion of the results
and implications for nursing and research. A figure summarizing the concept analysis
findings is presented in the manuscript appendix. This manuscript is also formatted for
submission to Issues of Mental Health Nursing for publication.
Chapter 4 is titled Rethinking Suicide Risk with a New Generation of Suicide
Theories. Sections of this theory manuscript include background, purpose, method,
results, implications for practice, and conclusion. This manuscript is formatted for
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submission to the journal Research and Theory for Nursing Practice for publication.
Chapter 5 is a synthesis to unify themes found in the previous chapters. This
chapter includes a discussion of original contributions comprising the full set of findings
advancing knowledge of suicide and explains the importance of the separate manuscripts
in relation to the understanding of suicidal ideations and behaviors. A summary of
directions for future research, practice, and policy implications are also presented. The
chapter concludes with a submission timetable for the three manuscripts.
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Abstract
Adolescent suicide is a preventable health problem; however, warning signs are
often missed. In this study we developed a grounded theory to explore the process of how
adolescent girl suicide attempters escape suicide in a sample of 12 young female adults
ages 18-25. Using grounded theory methods of constant comparison, memo-writing,
axial, and theoretical coding, searching for a sense of place emerged as the core process
encompassing social process stages of: (1) existing in a toxic environment; (2) choosing
suicide as the only way out; (3) seeing new ways to escape. Implications for nursing
practice, education, and research are discussed.
Keywords: suicide; adolescent suicide attempts; suicidal risk factors; suicidal behaviors;
grounded theory methods
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Searching for a Sense of Place: The Process of How Adolescent Girls Overcome
Suicidality
Introduction
Suicide is a leading cause of death globally and the second-leading cause of death
among adolescents and young adults in the United States (U.S.), second only to
unintentional injuries (Heron, 2018; Kann et al., 2018). Adolescence and emerging
adulthood are significant periods for the development of suicidal thoughts and behaviors
(Jacobson, Marrocco, Kleinman, & Gould, 2011; Rieger, Peter, & Roberts, 2015). The
Youth Risk Behavior Survey’s most recent data indicates that 17.7% of youth in grades
9-12 seriously considered attempting suicide, 14.6% made a plan, and 8.6% attempted
suicide (Centers for Disease Control and Prevention, [CDC], 2015; Kann et al., 2018).
Adolescent suicide is a preventable public health problem, and mitigation efforts
have been largely unsuccessful. The majority of suicidal behaviors take place within 30
days of a person’s visit with a healthcare provider (Bolster, Holliday, Oneal, & Shaw,
2015; Luoma, Martin, & Pearson, 2002). Warning signs (including direct or indirect
statements or thoughts, preoccupation, or obsession with death or suicide) are reported to
precede four out of five teen suicides, yet these warning signs are often mistaken and
ignored as typical teenage behavior (Grund, 2018; Nrugham, Holen, & Sund, 2015).
Bolster et al. (2015) indicate that clinicians report discomfort in assessment and screening
for suicide risk. It has been suggested that clinicians who frequently encounter suicidal
patients are not sufficiently trained in suicide assessment techniques and lack confidence
in approaching the issue (Carmona-Narvarro & Pichardo-Martinez, 2012).
Furthermore, suicidal behaviors often go unreported due to the stigma associated
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with suicide, and many more youths attempt suicide each year than is reported (Nock &
Banaji, 2007). Despite efforts to prevent suicide, overall suicide death rates in the U.S.
have not decreased appreciably in 50 years (National Action Alliance for Suicide
Prevention: Research Prioritization Task Force [RPTF], 2014). In 2014, the RPTF set a
goal to reduce suicide deaths and attempts by at least 40% by 2020. This goal was set to
inspire new ways of thinking about suicide and associated behaviors, research, and
prevention efforts.
Background
Quantitative research findings have identified consistent risk factors for suicide
among adolescents which include psychiatric disorders and treatment (Beck, Haigh, &
Baber, 2012; Kim et al., 2014; King & Merchant, 2008; Lan et al., 2015; Stenager & Qin,
2008), abusive home environments (Cluver, Orkin, Boyes, & Sherr, 2015; Badr, 2017;
Madge et al., 2007), and school bullying (Bang & Park, 2017). Suicidal ideations are
critical warning signs for a suicide attempt (Calati et al., 2019; Chung & Joung, 2012).
The most well-supported predictor of death by suicide is a past suicide attempt;
approximately 40% of suicide deaths were preceded by a history of suicide attempts
(Grey & Dihigo, 2015; Nrugham et al., 2015). Identification of such risks may be helpful
for clinicians working with at-risk adolescents; however, studies often lack a clear
theoretical perspective (Rodgers, 2000; Gunn & Lester, 2014) and rarely further the
understanding of suicide itself, which is critical for prevention. Popular suicide theories
tend to focus only on one risk factor associated with suicidal ideations without explaining
how multiple factors interact leading to the behavior (Gunn & Lester, 2014), therefore,
only painting a partial picture of the suicide landscape (Van Orden et al., 2010).
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Suicidal thoughts and behaviors are multidimensional and cover a spectrum of
associated suicide risks. The process that moves an adolescent from the lower end of the
spectrum (passive suicidal thoughts) to attempting suicide and somehow recovering is not
well understood. Such knowledge gaps make it difficult to accurately assess an
individual’s level of risk for suicide (Grewal & Porter, 2006). However, over the past few
decades, there has been a paradigm shift in the study of suicide. New theoretical models
such as the Interpersonal-psychological theory of suicide (Joiner, 2005), Integrated
motivational-volitional model (O’Connor, 2011), and the Three-step theory (Klonsky &
May, 2015) have been developed yielding significant advances in the understanding of
suicide and other forms of self-inflicted injury. This shift has led to new questions and
possible pathways to describe, explain, predict, and control the suicidal process.
Joiner’s (2005) interpersonal-psychological theory of suicide (IPTS) is among the
modern theories unraveling these dynamics. The IPTS offers a useful framework
including tested conceptual factors that attempt to explain why people die by suicide
(Horton et al., 2016). A significant strength of the IPTS is that it differentiates severity,
such as passive vs. active suicidal ideations, and explains the lower occurrences of severe
manifestations of the suicide spectrum, such as suicide attempts and death by suicide
(Joiner, 2005; Van Orden et al., 2010). Joiner’s theory postulates that thwarted
belongingness, perceived burdensomeness, and the acquired capability to enact lethal
self-injury are the three critical psychological constructs in the experience of suicidal
thoughts and behaviors. All three constructs must be present, along with feelings of
hopelessness, to move a person toward suicide (Joiner, 2005; Van Orden et al., 2010). It
is unlikely, however, that one theory can explain all suicides.
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In summary, though suicide research has advanced knowledge on suicidal risk
factors, limitations remain in our understanding of the processes of how adolescents
experience suicidal thoughts, enact suicidal behaviors, and somehow recover. While
suicide and suicide attempts are often conceptualized as a point-in-time events, a
dynamic process is at work that likely changes over time. The purpose of this study is to
build a grounded theory describing the process of adolescent girls surviving multiple
suicide attempts and overcoming suicide. In this research, young adult women described
their experiences of multiple suicide attempts during their teen years and how they
overcame suicidal thoughts and behaviors as they transitioned into adulthood. A literature
search failed to reveal any prior studies presenting a theoretical model exploring the
process of adolescents attempting suicide and surviving to adulthood. A better
understanding of that process, as described by those who have experienced it, may help
identify new ways to study the problem of adolescent suicide. Additionally, study
findings may inform clinical practice for the early detection of risks and provide targets
for treatment and prevention efforts, thereby diverting the progression and development
of suicide among adolescents.
Methods
Aim
This study aimed to explore the process of attempting and surviving suicide
through the eyes of young adult women who attempted suicide as adolescents. Three
broad questions guided the study and approach to data collection:
1. What was happening at the time when suicidal thoughts first occurred?
2. What were the circumstances leading up to suicide attempts?
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3. What happened after the attempts?
Data collected sought identifiable patterns of significant events surrounding the
participants’ experiences before, during, and after a suicide attempt. Of interest were the
behaviors, thoughts, and feelings participants experienced in their relationships with
family, friends, and themselves during adolescence.
Design
The grounded theory (GT) method, described by Corbin and Strauss (2015), was
chosen as the most appropriate method for this study because it enables discovery of
basic social and psychosocial processes (Glaser & Strauss, 1967; Wuest, 2012), and in
this case, those processes influencing the suicidal thoughts and behaviors of adolescent
girls. Through this method, the process of choosing suicide as an escape can be
understood by exploring how the participants’ make sense of their own experiences.
Analytic understanding is drawn from the participants own meanings and actions (Bryant
& Charmaz, 2013; Corbin & Strauss, 2015; Creswell & Poth, 2018). As an inductive
approach, GT is suitable for generating a new theory rather than confirming or testing a
particular a priori model. With this approach, data are used to develop constructs and
build a theory of their relationships from data rather than applying an established model
or theory; thus, the theory is grounded in the data (Glaser & Strauss, 1967).
From this methodological standpoint, GT views participants’ words describing
subjective feelings, thought processes, and experiences as valid forms of scientific data.
Corbin and Strauss (2015) emphasize approaching the data with openness to allow
themes and categories to emerge from participant narratives. Resultant theories are everdeveloping processes that change over time (Corbin & Strauss, 2015). Social processes
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revealed through grounded theory methods can result in new inquiry trajectories about
problems that can then be explored using quantitative methods in related substantive
areas (Hall & May, 2011).
Recruitment
Approval from the South Dakota State University Institutional Review Board
preceded the recruitment of participants through a paid advertisement on Facebook.
Facebook allows users to promote or boost a post or advertisement by selecting a target
audience, duration of the boost, and set a budget limit. The advertiser monitors the
boosted advertisement results, such as the number of link clicks, comments, and shares
the posting received (Facebook for Business, 2017).
Using this approach, participants were recruited through an advertisement
targeting young adults from the U.S. and Canada, which asked young adults to respond if
they were willing to tell their story of surviving a suicide attempt as a teenager. The
advertisement included a link that allowed interested persons to send a message directly
to an inbox alerting the principal investigator (PI). All inquiries were sent a link to a
digital presentation describing the terms of the study, inclusion and exclusion criteria,
study procedures, and information on the risks and benefits of participation, and stating
that participation was strictly voluntary as part of initial screening. Those who agreed to
the terms of the study were instructed to contact the PI again to schedule an interview.
Those who completed an interview had a chance to win a $50 gift card.
The inclusion criteria included (a) being 18 to 25 years of age and (b) having
attempted suicide during adolescence. Exclusion criteria prohibited participation for those
(a) currently contemplating suicide, (b) having attempted suicide within the past year, or
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(c) currently in an acute crisis. These exclusion criteria were developed to prevent the
participation of persons who were currently experiencing severe emotional distress, since
participation in an interview on a sensitive topic such as suicide might result in harmful
thoughts or behaviors.
Sample
The PI received 247 inquiries. Among qualified participants (N=21), 20 were
Caucasian women and one was a first generation from Eastern India. The median age of
the participants was 23. Though the study was open to men, only five responded to the
invitation to participate, and none met full inclusion criteria, thus limiting the scope of the
study to the experiences of young adult women who had attempted suicide during
adolescence.
Out of the 21 eligible participants, 12 of the interviews were used for the study,
eight from U.S. and four from Canada. The other nine participants were excluded for
several reasons. First, the recorded interview was of poor quality and not clear enough for
verbatim transcribing. Second, as the interview progressed, it became evident that the
participant misunderstood the study purpose and did not answer the screening questions
honestly. Third, it became clear that the participant was not able to answer the questions
of the study. Theoretical sampling allowed data saturation to be reached after analysis of
data from 12 interviews in accordance with Corbin and Strauss’ (2015) GT method
procedures.
Data Collection
This study used semi-structured interviews conducted through WhatsApp voice
messenger application. Voice messaging was the chosen method of data collection for
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several reasons. First, young adults rely on technology-based communication, and
interviews can be conducted with anyone who has ready access to a personal computer or
a mobile device. Second, it was a cost-effective and time-saving way to reach people
from long distances. Third, the participant could choose a time and familiar place most
suitable for them for the interview, free from distraction. Familiarity with a neutral
environment may have elicited more in-depth, rich data due to the sensitive nature of the
study purpose. Finally, WhatsApp voice messenger application is easy to install, and
provides security through end-to-end encryption; only the people involved in the
communication can read or listen to the conversation, and nobody outside the
conversation can listen in (Friberg, 2016).
Each interview began with a safety screening of the participants’ current mental
health and demographic information. The PI asked the participants for verbal consent to
perform a safety screening using the safety screening tool, developed by Draucker,
Martsolf, and Poole (2009). The tool includes a brief script advising individuals not to
participate if experiencing current severe emotional distress along with four general
questions to determine whether the participant was experiencing significant stress, severe
emotional problems, or thoughts of harming self or others. The final question asks the
participant if they can think of any reasons that might make participation too stressful for
them at this time (Draucker et al., 2009).
Among those who were emotionally stable and able to participate, two mentioned
that they talked to a therapist about the study before deciding to participate and had
scheduled a meeting with their therapist for the following day. The others identified one
support person to contact if negative thoughts were triggered by sharing their story. Some
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participants had a support person available as they participated in the interview.
A detailed protocol with several steps was followed for protection of human
subjects and assure participant safety. First, participants were encouraged to use the
Crisis Text Line if they were feeling emotional distress during the interview. Second, a
safety protocol was instituted to stop the interview if participation was causing
unexpected risk or distress. Third, participants were given the option to stop the interview
or withdraw from the study at any time without question. However, there were no adverse
reactions reported during any of the interviews. In fact, all the participants stated that they
felt good after reflecting on their experience and were happy that they were able to help.
One participant stated, “I have to say it feels good, like everything that I told you about
that is crazy; it does feel good to be able to talk about it.”
Once the volunteer was determined safe to participate, the interviews began with
the PI asking the participant an open-ended question: “If you could, please think back to
when you first started thinking about suicide, and tell me what was happening in your life
at that time?” Subsequent guided questions helped them elaborate their story. The data
within each narrative was extensive and rich. The participants eagerly shared their story
speaking freely and easily; only a few probing questions were needed. Interviews lasted
approximately 90 minutes.
Data Analysis
Study participant narratives were digitally recorded and transcribed verbatim
using a reputable transcription service, coded with a number rather than a name, and
stored on a password secured external storage device. Using constant comparative
methods, data were analyzed with field notes, memos, open, axial, selective, and
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theoretical coding to develop a GT as outlined by Corbin and Strauss (2015). With this
method, data collection and analysis occur simultaneously as new data is compared with
existing data in a coding and category development process (Charmaz, 2012).
Trustworthiness
Following classic protocols described by Lincoln and Guba (1985), steps to create
trustworthiness and auditability of findings included: (a) examining, re-examining, and
asking questions of the data, (b) critical reflection by the investigators about the
emerging theory and emerging concepts, (c) validating those concepts for consistency
with findings in the published literature concerning interpersonal relationships and effects
on adolescent development, suicide, and concepts of Joiner’s IPTS, and (d) judicious
analysis and documentation as constructs emerged.
Theoretical sampling was used to collect further data for analysis as it was
deemed necessary for the development of the categories and concepts of the emerging
theory. Memos aided in the theoretical sampling that is typically used in GT methods to
advance the development of the theoretical framework. As themes began to emerge from
the data, this information was used to obtain more information to saturate theoretical
constructs during subsequent interviews.
Asking additional probing questions in new interviews and existing data helped to
obtain further clarification of an emerging concept (Wuest, 2012). For example, in order
to discover more about the emerging concept of emptiness and self-harming, further
questions asked, “Tell me more about that?” and “What did self-harm do for you?” New
information gathered about self-harming as a form of dealing with feelings of emptiness
was then compared to existing data. When it became clear that self-harming was used as
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a means of feeling something other than emptiness, it earned its way into the model.
Charmaz (2012) and Lincoln and Guba (1985) point out the importance of
member checking, in other words taking ideas back to participants for confirmation.
Member checking occurred three times during the development of the theoretical model.
The first draft received feedback from the participants stating that using drugs and
alcohol, cutting, and isolating should be separate categories as they served different
purposes. The second draft received feedback from participants stating that a triggering
event should be a part of escaping the toxic environment as shown in the model which
follows. As several participants described, a triggering event initiated the suicide attempt
even though the thoughts were there for a long time. Some participants stated that the
suicide attempt was impulsive. It was decided to include the triggering event in the
model, since it was the experience of most of the participants. The final draft of the
model received positive feedback as participants agreed that the model was “Pretty dead
on” and “It hit the nail on the head.” Another stated, “For me personally, it explains
almost exactly how my thought process went.”
The PI, having experience as a nurse working with suicidal adolescents may be
viewed as a strength concerning data collection and analysis on this topic and using GT
methods. However, the researcher as an instrument in qualitative research requires care
not to impose thoughts, insights, and preconceived notions during data collections and
analysis (Schreiber, 2001; Tufford & Newman, 2010). Investigators were vigilant in
holding such potential for bias in check.
Results
Each participant described similar experiences of living with parents who abused
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drugs or alcohol and experiencing sexual, emotional, and physical abuse from birth,
foster, and adoptive parents. Nine of the participants were in and out of foster care or
lived in group homes. They all described having suicidal thoughts at a very young age,
some starting as young as seven years of age, and attempted suicide multiple times
throughout their teen years. None of the participants reported any long-term physical
damage from their suicide attempts.
All participants described feeling empty, isolating, and self-harming by cutting to
cope with their feelings, eventually turning to alcohol and drug use before attempting
suicide. Every participant had been through some psychotherapy, and five had gone
through drug rehabilitation. One of the four participants from Canada was born in Canada
to immigrants from Eastern India, one moved to Canada from Europe with her parents
when she was very young. The other two were Caucasian and born in Canada. The other
eight participants were Caucasian women from the U.S. Seven of the women were single
living alone and two if which were single mothers. Five were married and did not have
children. Eleven of the participants were pursuing education in helping professions such
as massage therapy, counseling, and psychology. One, a single mother, was selfemployed and worked from home so that she could be there for her children.
Detailed model description
Core Concept: searching for a sense of place
Searching for a sense of place is the core social process that became evident from
every participant describing how they were searching for connection and longing to be
cared for: “I didn’t know anything, because nobody taught me anything. I feel like I
wasn’t raised by anybody. I was just always alone” (P#1); “I was always alone. Living at
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home was terrible. I had no support. I had no friends” (P#6).
These young women described moving in and out of foster or group homes and
not feeling at home, “Like back then I just felt like, you know, my homes were not really
my home” (P#10). One participant described her foster dad as abusive and how she
longed for a better place to be happy knowing she would never be happy: “I know that
there has to be, that there is a better place” (P#3). Another described how she decided to
search for her birth family: “I felt like this family just took me in as a different charity
case…So I decided I was going to look for my birth family…Maybe things
changed…and it will be a lovely reunion” (P#9).
Existing in a toxic environment
Every participant described existing in a toxic environment. Participant #5
described how this affected her life beyond the home: “There was no structure at
home…my parents fought all the time…I wasn’t doing well in school…I went to school
dirty.” They described how they were essentially just existing rather than living: “I was
just; I wasn’t really living. I was just there. I was just present, just going through
everyday life…just going through the motions” (P#2). They also described how their
environments were toxic: “The environment that I was in was so toxic for me” (P#5).
Consequently, this category was expanded to two subcategories, being around toxic
people and being in toxic situations.
Being around toxic people
Being around toxic people emerged as a concept as these young women described
the adults in their lives during their childhood “The only love I knew was toxic and um,
selfish…the only support I had was the person who was abusing me” (P#9). They
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described how their parents were preoccupied with addictions and mental health issues
and were incapable of providing the basic needs: “My mother with her drug addiction
wouldn’t drive me every day to school. So, I’ve kind of was just like in this weird limbo”
(P#10). Participant #5 described how the needs of her parents took precedence over the
needs of her safety and comfort:
I had an alcoholic father who was physically abusive... My parents fought a lot. I
was routinely kicked out… like at 3 in the morning because my mom didn’t want
to share her bed with my dad so I had to leave the house so that he could use my
bed.
Abuse is a result of being around toxic people. Every participant described being
physically, emotionally, and sexually abused by the adults in their lives. The abuse these
girls endured during childhood had long-lasting effects that carried on into adulthood as
described by Participant #4: “I was abused by both my parents physically and
emotionally, uh, which led me to have PTSD today. And that is something I am still
dealing with.”
Being in toxic situations
Being in toxic situations is the process that emerged as participants described
some of their situations. Participant #1 described how she ended up being in a toxic
situation:
“One day he tried touching me and stuff…I ran away…I ran to a park and met up with
people I didn’t know, older people, and they got me drunk, I got raped. Yah, and then I
got really, really sick.”
Another young woman described being in a toxic situation with her adopted
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father. “He would put a camera in my room and watch me sleep. He told me that while I
was naked that I had a beautiful body. Like what dad would say that to a daughter? Like I
felt gross” (P#9).
One participant described how she decided to search for her biological family and how it
led to a toxic situation:
I decided to go look for my birth family. It was the worst reunion of my life, and
it led to me being in a very abusive relationship with this man…I ran away from
him. Going to another friend. Getting drugged, raped. (P#11)
No safe place to call home is the result of being in a toxic situation. They
described not feeling safe at home and how this led to feelings of unworthiness as
described by this participant:
I never felt comfort at all. So, it was never like it is not really bad here, because I
am safe, because there was never that safe factor. I just didn’t have any sense of
like security. I guess that was probably the biggest thing that I felt like I didn’t
have in my life…a secure reason to actually like to be around. (P#10)
Another participant described searching for a sense of place as she sought
relationships and finding herself being in toxic situations and no safe place to call home:
I was just moving back and forth between Oregon and Montana. I ended up in a
bad situation that led me spending a month in the hospital. I moved back to
Oregon thinking I would be okay. I got the crap beat out of me by an old
boyfriend then I moved back to Montana again. I was getting beat up by a friend I
was staying with. It was an awful situation I was trying to make it work. (P#9)
Emptiness
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Emptiness is the consequence of existing in a toxic environment. Participants
described their childhoods as dark, colorless, and void of emotions: “I just felt
emptiness... It is like you are being possessed by nothing” (P#1). One described it another
way: “It wasn’t necessarily empty, it was just blah, it was, it was just dull you know like
no color” (P#5). This participant summed it up: “Just not feeling good just a hopeless,
empty feeling…very empty…dark…when I am talking dark…I mean like dark colors.
Um, I guess kind of like it is always a rainy day in my head” (P#3).
Emptiness is precipitated by the social process of an internal and external feeling
of I do not belong. In this process phase, these young women described that as
adolescents, they felt they did not belong and lacked authentic connections with the
people in their lives. They grew up in toxic environments and described feeling detached
from those around them, “I was completely disassociated from the world” (P#5). Lacking
a feeling of belonging and the strength that comes with it is evident in this statement:
I always knew that I was an outcast and always knew that I was little weirder and
different from the other people I went to school with…during recess people never
wanted to hang out with me. I was always alone. (P#6)
They described themselves as always being alone and not belonging anywhere: “I
was just feeling out of place. I didn’t really belong anywhere” (P#5). They did not fit in
with their family and they did not fit in with their peers: “I never really fit in. I just really
started to notice friends leaving me out” (P#2). Being bullied at school also played an
external part in confirming the participants’ feeling of I don’t belong, driving them into
isolation and leading to their suicidal ideations. “… bullying played a really big part of
my depression and my thoughts of suicide…” (P#6).

31
Feeling invisible and unheard was part of the process resulting in emptiness: “So,
it was one of those feelings, feeling… like I was invisible” (P#2) or feeling unheard:
“So, to be honest, a lot about my depression was just like not really feeling heard” (#11).
There was a perceived dimension that nobody really cares about me: “Like well they
don’t notice me when I’m around, they’re not going to notice me when I am gone” (P#2).
These feelings resulted in anger towards the adults in their lives:
I was angry at teachers who in my past would see me go to school with bruises on
my body and not question me about it or if they did question me, they didn’t
believe me. I felt like I was alone, and no one saw me for who I was, and no one
saw me for the struggle I was going through. (P#4)
Choosing suicide as the only way out
These young women described feeling emptiness from being unheard by the
adults around them and invisible when no one saw their pain, feeling like they did not
belong. They described conflicts with parents or other adults that short-circuited their
ability to address personal needs in healthy ways. They described their own toxic ways of
coping with the feeling of emptiness by isolating, self-harming, and using drugs and
alcohol and later choosing suicide as the only way out.
Isolating
Participants described how they treated their feelings of emptiness by attempting
to find a safe place to protect themselves from the toxicity: “I was basically reserved,
quiet, kept to myself. When your own family is as toxic as mine is, you can kind of do
anything to separate yourself from them” (P#5). When life handed the adolescents some
significant challenges, their sense of separateness and feelings of emptiness became
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deeper. One narrative illustrates this:
I often …would bring books to school and try to stay away from people as much
as possible so that I wouldn’t get bullied…which just drew me further away from
the people that I went to school with. (P#6)
Participants described isolating themselves to avoid chaos and protect themselves
from further trauma:
I just barricaded myself in my room… you know, I was out of sight out of mind
kind of thing. So, if I kept to myself, I knew that I wouldn’t be in harm’s way, no
harm will come to me, and I would think no harm. (P#4)
Self-harming
Cutting was the primary form of self-harming described by these young adults.
Self-harming was described as a “a sense of feeling something” (P#5) and way to cope
with the emotions they were experiencing when they had no other way to express
themselves: “You know kind of like a way for me to put, you know that kind of
information somewhere else on my body instead of like in my head where I couldn’t do
anything about it” (P#10). It was also described as a sense of control: “At that time, it just
felt like a relief. It felt like something I could control. Something that I could get my own
grip on... That was my coping mechanism for like 12 years” (P#7).
Participants described their own paradoxical actions of isolating themselves and
engaging in secret self-harming behaviors, at the same time longing to be seen as
illustrated by this young woman:
Like I cut with scissors like on my arms and thighs where nobody could see it.
Well, I kind of made it so that people could see it…But nobody asked about it…I
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am trying to make it so that people could see my pain, but nobody could see it.
(P#11)
Using drugs and alcohol
When self-harming no longer gave them the relief it once did, participants
described using drugs and alcohol as a coping mechanism described by these two
women:
P#6: I was just really looking for a way to stop feeling the way I felt… and you
know, the self-harming wasn’t doing it anymore for me…I wasn’t getting the
sense of almost euphoria from it…I took the opportunity to start doing speed, um,
and it felt great. I was a totally different person.
P#3: Well, drugs and alcohol were huge. They helped me forget. That is how I
coped to bury my feelings… I just remember I was so suicidal and so depressed, I
just wanted to die. Then I tried heroin, and it was just like, where have you been
my whole life?
This method of coping increased and exaggerated self-destructive behavior: “And
then, then I just started doing that, and there is still a lot of cutting and this erratic
behavior that comes with addiction” (P#3). These behaviors that come with drug use
were often ignored and treated as just a phase that they soon will get over: “They’d be
like, oh, she doesn’t do her chores. And that it was just typical teenager stuff” (P#9).
Choosing suicide as the only way out
Each participant described a triggering event that pushed them to the breaking
point that led them to choosing suicide as the only way out. Each participant described
experiencing accumulated trauma and they could not take it anymore as summarized by
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participant #12: “Like the trauma, the physical trauma, the emotional trauma from being
raped. It’s like everything came crashing down on me all at once and I couldn’t take it
anymore. Suicide was the only answer at that point.”
Some described it as the last straw: “I feel like that’s the final stage of like I’m
done. So, like it’s, like the last straw it’s like you used up everything you had and there’s
nothing left to do but that [suicide]” (P#8). A fight with a parent, boyfriend, or a
confidant increased the cultivated feelings of emptiness and isolation tipping the scale
and triggering the process towards a suicide attempt. Participant #10 and #11 explained:
P#10: My boyfriend like broke up with me and he was like, this is it, you know, I
don’t want anything to do with you anymore. I just remember feeling like this is
it, you know, this is why this is the last straw. Like now I don’t have my
boyfriend, and I don’t have any friends. My mom’s gone, you know every day
into the night, and you know, there was no food in the house really.
P#11: I remember what triggered the attempt was a fight with my one close
friend. Like one of the only people, I felt like understood me…And then I
thought, you know, that’s it, okay, now I have nobody. Like there is no point to
my life I don’t want to be here anymore. It’s like everything came crashing down
on me all at once and I couldn’t take it anymore.
The attempt
The participants described how they felt they had no option other than choosing
suicide as the only way out: “I felt like I had no escape like there was no way that I can
be safe to like get out in any positive way” (P#10). Others described trying to escape, but
in the end, the suicide attempt was the only way to end the process: “Every time I did try
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to escape or have any sort of outlet…it was for a very, very, short time. I just wanted the
vicious cycle to end, and that [suicide] was the only way I knew how” (P#4).
Participant #1 summed up the thoughts and emotions that comprised the attempt:
I think when anybody tries to commit suicide, it is probably numbness. You
know, just that empty feeling again. You are motivated by nothingness. I think
that is before the attempt. I guess what leads you up to a suicide attempt is the
sense of like…I just want to escape…everything will be over. I can finally feel
relief. It’s just too much to handle, too much noise.
For most participants, the suicide attempt was an impulsive way to stop feeling:
“It was more like what, like what can I do right now? To like to make me stop feeling.
Like I just wanted to stop feeling anything. I was just looking for anything to just end it”
(P#10).
Participants described how their attempt was interrupted in some way. One
described how she regretted her decision after she swallowed pills:
I felt regret like right after I swallowed the pills…I was like, you know, like every
problem in my life probably had a solution. Like there is no turning back on this
one. Right before I passed out, I wrote a bunch of apology letters to my friends.
They quickly realized something was wrong, and they got me medical help.
(P#12)
When they realized the attempt did not work, some described being disappointed
with themselves for not getting it right: “I was devastated in a way. Kind of like, I wasted
all of this time and energy” (P#9). Some described feeling angry with those who may
have intervened as described by Participant #10:
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I was like pretty disappointed…angry…like one bit of control that I was like
trying to have in my life was taken from me by the people that didn’t want to be
in my life. …it was just like, you know, why, why put me through this and why
keep me around just so you can continue disappointing me.
After the suicide attempt, they found themselves right back in the same place
where it all started, and nothing had changed: “Nothing happened. Nothing has changed.
Once it didn’t work, I was just like, well it didn’t work so I can try again, or I can just get
over it. I guess I never really got over it” (P#2); “It’s like, okay, well, I woke up, like I’m
still here and things are not any better” (P#12).
Seeing new ways to escape
The overall process of seeing new ways to escape included social concepts of
making a connection, leaving it all behind, and finding a reason to live, resulting in
participants finding a sense of place as described by participant #4: “I overcame all of
those things that people told me that I wouldn’t be able to do…I never felt more in my
element in all my life.” Participant #7 described how getting out of the toxic environment
helped her realize that life can be nice, stating: “It’s when you’re conditioned to know
one thing for so long and then all of a sudden, it’s something else. You know it is like I
am realizing that life can be nice. It’s definitely a healthier environment.”
Making a connection
Making a connection was a turning point in the process prevalent in these young
women’s stories as they described someone who heard them and helped with seeing new
ways to escape. Making a connection did not derive from the participants’ family,
friends, or significant other for these women. In fact, just the perception of caring from
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any person was adequate to break the suicidal process. For example, Participant #6
shared a story about a boy who was hospitalized at the same time. His only words to her
were “Only you can save yourself.” The words had an impact as she stated, “It was pretty
much what I needed to hear.” Each participant described a person who reached out and
connected with them as described by these two participants:
P#5: She could tell that I was a good person and it was like, that’s what
I…needed…somebody to see that I was a good human being…I think without,
without the impact she made, I wouldn’t be alive. I think her involvement was
integral to my getting, getting past that stage where that [suicide] was the solution
you know, got me to a place where I can see that I had other options.
P#12: She was like motherly… like my whole life I've had issues with adults...
like not having boundaries…She honestly single handily saved my life. If I hadn't
met her, I don't even think I'd be talking to you right now.
Participant #1 described a situation when she was standing on a bridge
contemplating jumping into a river. A man started talking to her and made a connection
that interrupted her thought process and plan to jump. She described the lasting impact it
had on her:
He’s trying to be funny and relate to me and make me feel good and it worked.
When you get one person that goes out of their way, just make a funny face at the
kid who was crying like that kid suddenly bonds with that person…You never
forget that moment…that one moment was so powerful in my life that… when I
do feel sad, that feeling comes back to me. I think it all comes down to genuinely
like a genuine human thing… like a genuine human contact.
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The process of making a connection results in being heard. P#9 explained, “I was
kind of relieved because a safe person heard me.” Some attended structured mental health
programs, such as therapy groups and individual psychotherapy; this participant
explained what this did for her:
I was able to get a lot of individualized attention, and for the first time in my life I
felt like I was being heard. Like the other people in the group, like they heard me,
they could relate to what I was saying. I didn’t feel like I was screaming into a
void anymore. (P#12)
Participants described learning how to identify healthy coping strategies and do
some self-reflection. For some, it was a revelation to learn that what had happened to
them was not their fault: “ I spent a lot of time to reflect on how my dad was…when you
get older, you realize that it’s not your fault. When you are young, it is hard to see that”
(P#1). “It's like one of those things where I was naive and actually trusted, you know, that
somebody wouldn't be doing that” (P#5). They learned to make a connection with
themselves that empowered them:
I am in a lot more control…I am doing things that I learned in therapy…I learned
how to be super honest with myself and making myself more important. I think in
the past I was always trying to meet other people’s expectations. (P#10)
Leaving it all behind
Leaving it all behind is an important part of the process that facilitates seeing new
ways to escape as they were searching for a sense of place. The strength and attitude of
leaving it all behind came from making a connection and being heard. This was described
in several ways: “The past can stay in the past” (P#1). “I completely started over” (P#2).
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These young women developed an evolution of self as they began to reflect on how they
had been treated most of their life. It slowly dawned on them that they are the ones in
control of their lives: “I’m not going to be like what everyone thinks I am going to be. I
am going to be successful. I’m going to be happy” (P#10). For this participant being
adopted and changing her name helped her with leaving it all behind:
Being adopted and being able to have my last name changed… it helps me
dissociate from all of that negativity that I experienced as a child… and
sometimes I even look back and like I don’t even know that person. And so like
even now telling this story, like I couldn’t put myself back into that situation,
because I wouldn’t know what to do. (P#6)
The process of leaving it all behind also requires moving to a new place and
keeping family at a distance.
These young women described seeing new ways to escape when they moved to a
new place leaving the place where it all happened and making a fresh start: “It got me out
of that environment that was so toxic for me” (P#5).
Everybody else who knows about anything that I used to be like or the drugs or
anything is not in my life. So, it’s like a fresh start. People who see me now, they
see like a regular mom with happy kids and that is it. (P#1)
One participant described how moving to a new place helped her feel safe and see
that she was free to be whom she wanted to be:
Moving really helped. I know that if I stayed where I was for much longer, I
probably would have died, because it was just being in the town where everything
happened, and I don’t want to be there anymore. I don’t feel like I am in a
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dangerous place. I don’t feel like I have to be anybody but myself. I completely
started over. (P#2)
Keeping family at a distance was described as part of the healing journey: “The
biggest thing is cutting my family out of my life. That has been huge, nobody tested me
more than my family” (P#5). Participant #10 learned to stop letting people in her life
control her happiness and success:
…what helped me figure that out is to distance myself from those people who
made me feel insignificant. Like my parents, um I keep my parents a safe distance
away. I don’t go out of my way to talk to them because those old feelings come
back, and it does set me back a little. I don’t need that negativity in my life.
Finding a reason to live
One participant described how she started working on her self-esteem on a
spiritual level and how she was able to find a reason to live from within herself: “I’ve
worked on my spirituality and for the first time in all of my 25 years I’d say I’m being
really happy…It’s not this dark cloud over me anymore” (P#3). Participant #12 described
it this way: “It can be things like religion or something like that. It could be anything like
something to live for, which everyone needs something to live for. Finding a reason to
live was described in many ways. For some, it was to provide a better life for their
children as described by these two participants: “It is important that my son has a better
childhood and life than what I had. And I need to be there for him. It is worth the fight”
(P#3); “My kids have nobody but me. They are my anchor. They keep me alive” (P#1).
The process of finding a reason to live involves being part of a family and helping others.
Being part of a family was described in diverse ways. For some it was finding a
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family to work for, and for some it was marrying into a supportive family. One
participant described how she found a sense of place with a new family that helped her
find a reason to live, “I’m working with a family where… I’ve never felt more in my
element in my life. I have great new parents and I have a great relationship” (P#6).
Another described a similar situation:
So, I was immediately responsible for these two lives, you know? And that is,
that's, that's a big thing. And I mean their mother depended on me as well. She had
a lot of medical issues. Um, so it was like, it gave me that sense of purpose, that
sense of like someone needed me. I mean…someone wanted me around, you know.
And not for whatever needs suited them, they wanted me around because I am me.
(P#5)
This participant described how she found a husband that helped her see what it is
like to be in a healthy environment and a new family with whom she found comfort and
safety:
He has helped me learn the difference between toxic people and great people. You
go through all of this darkness and a person comes into your life and they offer
you so much life you are just so happy about it. He brought a light with him.
(P#9)
Along with finding a sense of place with a family, the participants discovered
reasons for living and purpose through helping others. Several of them showed a sense of
altruism by choosing helping occupations. One participant described wanting to find
meaning in her experience by becoming a psychologist, “I really want to go into
psychology…just it gives me it makes me feel like one day… my life will mean
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something someday to somebody else” (P#2).
At the end of the interview, participants were asked what advice they would have
for people who work with adolescents who might be suicidal. The overall advice was to
listen and validate their feelings. They described needing people to understand them and
hear their pain as suicidal adolescents.
Model Overview
This section provides a brief overview of the concepts and model illustrated in
Figures 1 and 2. The women’s rich and illustrative descriptions provided the basis for the
framework that emerged from this study illustrated in Figure 1. The process evolved in
three separate, yet interrelated phases describing the overall core phenomenon of
searching for a sense of place. Although visually represented in a planar depiction, the
model is a three-dimensional structure, and each section should be viewed as a sphere cut
in half to reveal the inner contents suspended in context to reveal this process.
The explanation of the theoretical model begins with the top oval that answers the
first research question: What was happening at the time participants first experienced
suicidal thoughts? Within the boundaries of the oval, the phenomena of existing in a toxic
environment is described by the two core process concepts of being around toxic people
and being in toxic situations that result in abuse and no safe place to call home.
Embedded in the center is a dark circle representing the overall social concept of an
overwhelming sense of emptiness that comes from feeling that I do not belong and
feeling invisible and unheard as a result of existing in a toxic environment.
The funnel, magnified in Figure 2, is used to show the process of how these teen
girls chose destructive ways of dealing with the feeling of emptiness with an end result of
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choosing suicide as the only way out. This process answers the second research question:
What were the circumstances leading up to the suicide attempt? The balancing fulcrum
shows the emptiness expressed by the participants. They described how they attempted to
fill this void with maladaptive coping strategies such as isolating, self-harming, and using
drugs and alcohol and finally choosing suicide as the only way out. A triggering event
such as an argument with a parent or best friend, breakup with a boyfriend, trauma or
sexual assault, was described as the last straw and overwhelmed the adolescent, tipping
the scale to the narrow end of the funnel to where choosing suicide as the only way out
and ending their feeling of emptiness. Often, a suicide attempt was unnoticed, or changed
nothing, and the adolescent cycled back to the toxic environment and the process
repeated itself.
The women participants described attempting suicide many times as teenagers
until the process was interrupted and moved to the last stage depicted in the second oval.
This part of the process answers the third research question: What happened after the
suicide attempt? Within the boundaries of the second oval is the phenomena of seeing
new ways to escape described by three core processes of making a connection, leaving it
all behind, and finding a reason to live. This final process was a journey of searching for
a sense of place that resulted in being heard, moving to a new place, keeping family at a
distance, becoming part of a supportive family, and helping others.
Discussion
This study did not begin with a predetermined theory or constructs regarding the
process of surviving attempted suicide. There were no hypotheses to validate. Rather, in
accordance to the GT approach, it was expected that the process of living through a
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suicide attempt would be revealed as participants told their stories. It was expected that
participants would share what they had felt and thought about, and various actions that
they took toward their goal of ending life by suicide. It was expected that participant
experiences would be varied. Each participant’s interpretations of events and emotions
would be unique, and some similarities would exist. Having prior knowledge through
professional experience and conducting research as registered nurses, the research team
expected that certain feelings (e.g. hopelessness, depressed mood) would be revealed.
Using GT techniques, these varying and similar revelations were developed into themes
and categories for analysis and comparison. From this analysis, the process of living
through attempted suicide unfolded revealing a complicated process. Some aspects of the
resulting model are worthy of further analysis.
Maladaptive coping mechanisms associated with suicidal behavior identified in
previous studies were clearly illustrated in this GT model. Study findings are consistent
with other studies supporting elevated suicide risk in those who engage in substance use
(Badr, 2017; Dugas et al., 2012; Feingold, Nitzan, Ratzoni, & Lev-Ran, 2014; Kelly,
Cornelius, & Clark, 2004; Paul, 2018). All participants had used drugs and alcohol to
deal with stress in their lives. Additionally, findings of this study support maladaptive
coping methods associated with suicidal thinking and behavior, specifically social
isolation, disconnection, and self-harm (Copeland, Fisher, Moody, & Feinberg, 2018;
Coppersmith, Shyamala, & Annette, 2017). Copeland et al. (2018) explain that in some
instances, the feelings of being invisible are perceived as stemming from others, and
social isolation is a self- imposed choice. This was demonstrated in study participant
narratives describing feeling invisible when bruises were not noticed, and how some

45
isolated to protect themselves from further harm. For some, disconnection and isolation
provided a barrier to block the pain or protect themselves from future pain or to hide their
true feelings (Catali et al., 2019; Clark, 2004; Joiner, Lewinson, & Seeley, 2002).
One study finding, revealed through theoretical sampling, supports Joiner’s
(2005) theoretical concept of thwarted belongingness. The concept of emptiness was
tested with the data and the dimension of I don’t belong emerged. The participants of this
study felt like they did not belong in their current social situations. For example, this
participant’s statement “I’ve always been, not necessarily the outsider, but I never really
fit in” was reflected in some way in every interview. Loneliness, a dimension of thwarted
belongingness, is the affective dimension identified through participants’ statements of
feeling left out and not belonging anywhere, and is supported by previous studies
(Barzilay et al., 2015; Stewart, Eaddy, Horton, Hughes, & Kennard, 2017).
Lack of reciprocal care, another dimension of thwarted belongingness, is
conceptualized by relationships in which individuals feel uncared for and demonstrate a
lack of concern for others, including themselves (Joiner, 2005; Van Orden et al., 2010).
The construct of thwarted belongingness was evident among the participants through
descriptions of family conflicts, abuse, neglect, and broken families. Joiner’s (2005)
concept of perceived burdensomeness was also evident in the study participants
narratives. Liability and self-hate are two dimensions of perceived burdensomeness (Van
Orden et al., 2010). Study participants indicated perceived burdensomeness through
expressions of self-hate influenced by factors related to poor self-esteem, lack of adult
support, and being bullied. Participants indicated perceived burdensomeness through
liability influenced by homelessness and feeling unwanted and expendable when they
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were moved from one foster home to another.
All humans are hardwired to fear dying and avoid life-threatening situations
(Joiner, 2005; Van Orden et al., 2010). Thus, dying by suicide is not an easy thing to do,
yet some individuals die by suicide. Even more attempt to take their own lives. The third
and most important construct of IPTS is the acquired capability for self-harm, wherein an
individual has decreased fear of death and increased pain tolerance acquired through the
repeated exposure to painful mechanisms such as risky behaviors (self-harming and drug
abuse), and painful and provocative experiences (childhood maltreatment) (Joiner, 2005;
Van Orden et al., 2010). Childhood maltreatment involving physical and sexual abuse
resulted in the feeling of emptiness and strengthened the acquired capability through
decreased pain tolerance manifest through self-harm by cutting.
The young women in this study lacked comfort and care of others, and as a result,
stopped feeling and lost the motivation to live until someone reached out and connected
with them. Social support theories suggest that once adolescents experience connectivity
with others, they will be more likely to love others and themselves and less likely to be
suicidal (Choudhury, Blakemore, & Charman, 2006; Clark, 2004; Feldman, 2009;
Winfree & Jiang, 2010). Durkheim’s theory of suicide proposed that social integration
also plays an important role in suicidal tendencies (Simpson, 1951). For example, social
integration occurs when the society members possess shared beliefs and interests in one
another with a common sense of devotion to common goals (Gunn & Lester, 2014). The
core concept of searching for a sense of place supports Durkheim’s suicide theory as
evidenced by the participants’ description of feeling like they do not belong, being
bullied, lack of help, and support from teachers, and not having a place to call home.
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Affective attachment to parents and feeling safe at school are key components found to
curb adolescent suicide ideations and attempts (Badr, 2017; Dugas et al., 2012; Winfree
& Jiang, 2010).
In conclusion, the findings of this study support several empirically derived
suicide risk factors and social and psychological theoretical concepts. The searching for a
sense of place model that evolved also fills a knowledge gap by uncovering the process
of young women who made multiple suicide attempts yet survived. The stages of existing
in a toxic environment and the cycle of repeated suicide attempts are interrupted by
making a connection, feeling heard, finding a reason to live, and leaving it all behind,
revealing the core processes of searching for a sense of place. The following sections
discuss the limitations and strengths of the study, implications for practice, and
recommendations for further research.
Study limitations
Sample
This study sought to explore the process of overcoming suicidal thoughts and
behaviors as they were experienced by adolescents. While it was not intended, sample
selection resulted in having no male participants. The study protocol restricted the age of
the participants to 18-25 who attempted suicide during adolescence. This may be a
limitation since interviewing adolescents who are currently experiencing suicidal
thoughts or recovering from a suicide attempt may have the advantage of recent memory
by describing their experience as it is happening. However, it has been demonstrated that
young adults can provide robust accounts of their experiences as teens after they
transition to young adulthood (Martsolf, Draucker, Stephenson, Cook, & Heckman,
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2012). Therefore, interviewing young adults and asking them to reflect on their
experiences from their adolescent years, including their transition to adulthood, offers a
full perspective of the process of experiencing suicidal ideations, surviving an attempt,
and overcoming suicidal ideation and behaviors.
Additionally, this study did not explore the possible impacts of particular
psychiatric illnesses on the process of surviving a suicide attempt. It would be interesting
to investigate the process of suicidal ideation and behaviors among adolescents diagnosed
with specific psychiatric illnesses. Another possible weakness includes the fact that all
participants had been through or were currently receiving therapy, which was evidenced
in narratives as they reflected on their experience through the lens of a healing mind.
Differences might be found among individuals who had attempted suicide but had not
undergone therapy.
Generalizability
Study findings cannot be generalized for several reasons. First, it utilized a
purposive sample of participants who self-selected themselves for participation when
they responded to a Facebook advertisement. Findings may not be generalized to those
who do not use social media or the Facebook platform. It is important to note that these
participants shared the experience of growing up in toxic environments and were suicidal
early in their childhood. However, not all children growing up in toxic environments go
on to attempt suicide. Further, not all adolescents who attempt or die by suicide grew up
in toxic environments. Therefore, even though this GT model supports the influence of
empirically tested suicide risk factors, it specifically describes the process of this sample
only and cannot claim to explain the process for attempting and surviving suicide in other
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groups.
The final sample resulted in all women and no men. Findings cannot be
generalized to male populations. This is an interesting finding as there may be differences
in how adolescent boys’ and girls’ experiences with suicide. There are a few possible
reasons why women rather than men participated in the study. One thought is that
recruitment took place through social media. It may be that young adult females use
Facebook for social support more frequently than males and are more likely to want to
share their past experiences.
Additional reasons why more women than men responded to the invitation to
participate may be that girls are three times more likely to experience suicidal ideations,
three times more likely to make a suicide plan, and four times more likely to attempt
suicide than boys (Badr, 2017; King, Vidourek, Yockey, & Merianos, 2018; LeMoult,
Ordaz, Kircanski, Singh, & Gotlib, 2015). More girls than boys suffer from depression,
and triggering of suicidal behaviors (Auerbach, Stewart, & Johnson, 2017). Badr (2017),
however, suggests that girls are typically less impulsive than boys, and more likely to
express their problems socially and to seek help. These are viewed as protective factors.
Therefore, girls are less likely to die by suicide compared to boys (Auerbach et al., 2017;
Badr, 2017). Furthermore, boys are more likely to engage in riskier behaviors and use a
more lethal means than girls. Therefore, more boys die by suicide than girls (CDC, 2015;
James & Gilliland, 2013).
First-person narratives
There are limitations of first-person narratives as they are only a partial account
of a person’s experience. There may be several reasons why individuals who have
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engaged in suicidal behaviors may be unwilling or unable to provide complete and
accurate accounts of their own experience (Bantjes & Swartz, 2019). This was evident in
some of the narratives where participants explained that they blocked out some of the
details, and that the influence of past drug and alcohol use made it difficult for them to
remember some details. Although the model presented in this study cannot explain the
direct causes of suicidal behaviors, the perspective of the circumstances of the women’s
childhood does provide a broader picture of the suicidal landscape that can be useful for
prevention and interventions.
Study Strengths
This study is believed the first to examine the process and interplay of factors in
how adolescent girls escape suicide. An important strength of the study is that it adds to
what is known about this topic by giving a voice to adolescents and young adults who
have experienced a suicide attempt. Additional strengths of the study include utilizing
quotes verbatim from participants. Quotes contribute to the credibility and transparency
of the analytical process, while at the same time giving the participants a voice in the
definition of the concepts. Embedding carefully chosen extracts from participants’ words
is essential to ensure the interpretations of the PI are, in fact, grounded in the lived
experiences of the participants (Murrow, 2005). Three methods of the use of quotes were
used as recommended by Creswell and Poth (2018): (a) brief quotes in narrative texts, (b)
integrated quotes clarifying the analytic interpretation, (c) longer block style quotes to
convey more complex understanding.
Implications for practice
Much can be learned about suicide attempt survivors from the experience of these
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participants. Anyone who works with adolescents can apply portions of this model due to
the wide range of settings where one may encounter suicidal adolescents. The basic social
process in this study, searching for a sense of place, presents an essential goal to support
several policy suggestions for schools, law enforcement, child protection services, and
health care providers. Helping suicidal adolescent girls increase their sense of place can
be done wherever they are encountered and should be an urgent priority.
While the presence of a diagnosed psychiatric illness is an established suicide risk
factor, suicide and other mental health problems remain as stigmatized topics in
contemporary society; therefore, people often avoid talking or asking about
uncomfortable topics such as suspected abuse or self-harm. The participants in this study
felt invisible and unheard but wanted someone to reach out and notice their struggles and
to be seen and heard. At the end of the interview, all participants were asked: “So what
do you think suicidal adolescents need?” Participant #15 stated, “they need people to
understand them.” Participant #1 stated, “I think somebody just needs that one
person…that legitimately and genuinely like wants to be there.” Openly expressing
personal and social connection to others could potentially decrease stress conditions
fostering suicide.
The implications of this theory for community services systems as well as the
profession of nursing will be discussed under three main sections, that of practice,
education, and research. Implications are directed toward the different parts of the
process of adolescent girls’ responses to toxic situations and suicidal ideation and
behavior. First, preventive measures should target suicidal teen girls before they attempt
suicide when they are feeling empty, invisible, and unheard. Second, providing
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opportunities for adolescents who may be suicidal to make connections and find ways to
feel a part of something important are crucial.
Nurses have an important role to play in primary, secondary, and tertiary suicide
prevention (Smith, Monteith, Rozek, & Meuret, 2017). The most effective way to
decrease teen suicide is to address suicide risk before a crisis occurs. Not only will
prevention decrease suicides, but it may help individuals deal with emotional pain and
avoid risk taking and self-harm. Suicide prevention efforts among teens are more likely to
be successful when they include the following components: (a) provider suicide
education to help build confidence in approaching the issue and effective assessment for
early intervention; (b) support and open communication to help them make a connection
and feel heard and comfortable with expressing suicidal thoughts; and (c) enhancement of
coping skills to help empower girls.
Studies indicate the need for professional suicide education to improve comfort
levels in screening and assessing suicidal risks (Bolster et al., 2015; Carmona-Narvarro &
Pichardo-Martinez, 2012; Rice & Sher, 2013). This model can aid in defining the
elements that screening and assessment tools should explicitly investigate. Suicide
screening needs to go beyond just asking if one is feeling suicidal or having suicidal
thoughts. For example, asking questions regarding living situations and feelings of safety
at home or with caretakers, and explicitly inquiring about physical and sexual abuse may
provide information regarding suicide risk without asking directly about suicidal
ideations. Adolescents may not disclose abuse if they fear retribution or blame
themselves.
Self-harm is not typically considered suicidal behavior, and young people who

53
self-harm may be overlooked in assessment for suicidal risk (Goodfellow, Kolves, & De
Leo, 2017; Steeg, et al., 2016). However, all 12 of the participants in this study engaged
in self-harm and used wrist cutting as a method to attempt suicide. Self-harm is a cry for
help, a warning that something is wrong, and should be taken seriously (Coppersmith et
al., 2017; Kim et al., 2014). Assessing for self-harm needs to be a part of suicide
assessment. Those who work with teens should be provided with education and training
on how to approach a situation confidently so they are able to intervene.
School nurses and community health nurses are in a unique position to educate
health professionals and community service personnel about the signs and symptoms of
suicidal ideations and behaviors (Blair, Chhabra, Belonick, & Tackett, 2018).
Additionally, law enforcement and social services are involved in cases of abuse, risky
adolescent behaviors, and suicide attempts. Anyone who works with teen girls can also
identify suicide risk factors as identified in the model and refer the youth to specialized
help.
Teachers and other school workers can also support at risk youth (Badr, 2017).
One participant described feeling angry with her classmates, who ignored blood on her
sleeves from the bleeding cuts on her arms. Another stated that she was angry with the
teachers who would see her come to school with bruises and not question it. Failure to
recognize the pain they were going through made them feel invisible and emotionally
empty.
Health professionals and other youth leaders are mandatory reporters of suspected
abuse. Improving education regarding mandated reporting and how to report abuse could
help teachers and others feel more comfortable with approaching youth. Taking
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opportunities to initiate open communication when self-harming behavior or abuse is
suspected may help decrease the teen's feelings of emptiness, making them feel important
enough to be noticed (Badr, 2017). Open, non-judgmental communication is one way to
support adolescents in the prevention of suicide.
Building trust and imparting a willingness to be present to hear the youth’s
emotional distress may be the most crucial step to preventing progression toward a
suicide attempt (Miller & Prinstein, 2019). Mental health providers should consider
creating programs that foster connection and socialization and encourage the healthy
expression of emotional distress and enhance coping skills. Nielsen, Isobel, and Starling
(2019) suggest that expressive art therapy is beneficial in helping adolescents confidently
and safely identify and express emotions about painful experiences not easily expressed
in words. Art therapy may be especially useful in identifying those who are unable to
articulate suicidal ideations before they engage in suicidal behavior and for those who
may not appear to be at risk. Incorporating art programs in schools can open
communication and help teens feel heard.
The young women in this study had many stressors causing emotional distress
during childhood. Positive coping mechanisms and social skills training could help
empower young girls to take control of their lives. One participant described taking
Karate classes for a short period and said, “I could defend myself, which did help. It did
definitely do things for me.” Joiner (2005) proposes that joining group activities and
being part of after-school activities protect against perceived burdensomeness and
thwarted belongingness. Programs that enhance coping can help teens acquire the skills
to constructively deal with their problems before they reach a crisis stage and empower
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young girls and give them confidence to stand up for themselves.
Family dysfunction and the inability to problem solve is a suicide risk factor
(Clark, 2004; Rice & Tan, 2017), and targeting problem-solving deficits within the
family has the potential to stop the progression of the suicidal process. Health care
professionals need to implement efficient screening procedures that identify at-risk
families, and interventions that help the family to function as a unit can be implemented
before suicidal behaviors begin. Nurses can help improve family functioning by
increasing the families’ and teens’ skills in responding to stress, such as teaching
effective communication and negotiation skills.
Nurses can also help suicidal adolescents feel connected and identify reasons to
live by helping them find meaning in life and encouraging them to develop a positive
self-awareness. Nurses can provide spiritual care by helping teens identify what gives
them purpose and encourage engagement in activities that bring meaning to their lives.
Spiritual awareness has been linked to reconnection with self and others, improved
concentration, hope, transformation, and personal growth (Corry, Mallett, Lewis, &
Abdel-Khalek, 2013). Research findings indicate that adolescents who report higher
levels of spiritual well-being report less suicidal thoughts and behaviors (Berry & York,
2011; Kyle, 2013). Two participants reported that they found healing and purpose in life
through spiritual connections they learned by attending Teen Addiction Anonymous
therapy. These findings suggest that adolescents with spiritual beliefs who address their
addictions may have less risk and use protective factors differently. Therefore, youth with
spiritual awareness may have added confidence in their ability to handle adversity, stress,
and associated emotional distress.

56
Implications for nursing education
The process of how adolescents experience suicidal thoughts and behaviors and
overcome suicidal thoughts and behaviors has significant implications for nursing
education. In light of the need for enhanced assessment skills among health care
professionals and increased comfort in providing nursing care to suicidal adolescents,
suicide assessment training should be mandatory for all practicing nurses (Bolster et al.,
2015). Suicide assessment training enables nurses to identify adolescents at risk for
suicide in a wide range of health care settings, both in hospital and in the community
(Blair et al., 2018). Furthermore, the nursing profession should take assertive action to
minimize stigma and discrimination associated with suicidal patients in nursing
education. Nurse educators need to include candid discussions of the issue in curricula,
both during initial nursing training and in continuing education.
Also, many first-semester nursing students may still be adolescents and emerging
adults themselves during a significant period for the development of suicidal thoughts
and behaviors to occur (Jacobson et al., 2011; Rieger et al., 2015). Czyz, Horwitz,
Eisenberg, Kramer, and King (2013) purport that college students experience more
anxiety and stress than their non-college counterparts. Nurse faculty are in a critical
position to identify and assess students at risk for suicide and can refer students for
proper help. Problem-solving skills and therapeutic communications taught as part of the
curriculum may also provide students opportunities to practice these skills and perhaps
manage their stress and be a support for classmates.
Implications for policy
Alcohol and drug abuse are high indicators of suicide risk (Jones & Waite, 2013).
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This is evident in this study as all participants engaged in substance use or alcohol as a
maladaptive coping mechanism. Alcohol often is associated with self-harm and suicides
(Makhija & Sher, 2007; Massango, Rataemane, & Motojesi, 2008). Using a protocol such
as the adolescent version of Screening, Brief Intervention, and Referral to Treatment
(SBIRT, n.d.) should be implemented at all health care visits. There are implications for
advanced practice registered nurses to educate school nurses and counsellors in SBIRT
screening as part of a suicide assessment in schools (Curtis, McLellan, & Gabellini,
2014).
Isolation and self-harming (also known as non-suicidal self-injury) behaviors are
other maladaptive coping mechanisms described by the participants. Assessing
adolescents for self-harm and isolation may reveal suicide risk and allow the prevention
of reoccurrence (Catledge, Scharer, & Fuller, 2012). Ozer et al. (2007) suggest that
screening to detect anger, sadness, anxiety, and isolation as signs of emotional distress
should be a standard part of adolescent screening. Behavioral clues to self-harm behavior
include dressing in long sleeves and pants in warm weather, bulky bracelets, and the
avoidance of activity requiring a change of clothing may also indicate the need for a skin
assessment (Catledge et al., 2012).
A useful tool is the Interpersonal Needs Questionnaire (INQ) intended to assess
an individual’s current feelings of thwarted belongingness and perceived burdensomeness
based on the hypothesis of the IPTS (Van Orden, Cukrowicz, Witte, & Joiner, 2012). The
INQ has been shown to be effective for identifying current suicidal ideation, depressive
symptoms, victimization, and risk behaviors such as binge drinking and non-suicidal selfinjury among adolescent samples (Hill, Martin, Sharp, Green, & Pettit, 2015; Poldlogar,
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Ziberna, Postuvan, & Kerr, 2016; Van Orden, et al., 2012). This screening and
assessment tool could be used in schools and clinics.
Another critical suicide prevention strategy is a no-tolerance policy for bullying.
Bullying was a common antecedent to these young women’s experiences with suicidal
ideations and attempts. There are many ways teens experience bullying today, including
cyberbullying, which is more difficult to detect than face-to-face bullying. Bullying
should not be ignored and should be the focus of comprehensive school programs (Badr,
2017). Policies that campaign against bullying can have an essential role in preventing
teen suicides.
Implications for Research
This GT provides benchmarks for quantitative research to test the theory to
further describe, explain, predict, and control suicidal thoughts and behaviors. This study
supports the influence of the concept of thwarted belongingness (Joiner, 2005). What
emerges in this study from the narratives is the sense that not belonging came from
parental abuse, bullying from peers, and the lack of emotional support from other
authority figures. Moreover, social isolation was self-imposed and adaptive as a means to
self-protect from further pain. This suggests that further inquiry is needed into the nature
of isolation as a coping strategy in response to thwarted belonginess and how it
contributes to suicide risk.
This study was not intended to explore the process of recovery following a suicide
attempt. However, it provides a glimpse of how connections made through feeling heard
can interrupt suicidal thoughts and behaviors, leading to finding a reason to live. Further
research could explore the process of healing and recovery after a suicide attempt,
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particularly the dynamics of how making connections can be a protective factor against
subsequent suicide attempts. Further research might also investigate the impact of having
a permanent home on feelings of belonging and suicidal thoughts and behavior. Pilowsky
and Wu (2006) found that adolescents involved with foster care have higher prevalence
of psychiatric symptoms and are at higher risk for suicide attempts. Keyes, Malone,
Sharma, Lacono and McGue (2013) reported that siblings who were adopted had four
times greater odds of a reported suicide attempt than siblings who were not adopted.
Studies that test the effects of interventions to bolster a sense of belonging for
foster and adopted adolescents may help identify ways to prevent suicides among these
youth. Exploring children and adoptive family’s sense of connection is important.
Interventions might be geared towards the inclusions of whole families during counseling
to ensure that all family members are working together to make adoption successful.
Further interventions that address the adolescent’s sense of self and sense of belonging
may help understand the impact of adoption or foster care has for the teen.
Conclusion
This study reveals a complex process precedes and follows a suicide attempt
among adolescent girls, suggesting a suicide attempt is not an isolated event. The theory
of searching for a sense of place described in this study illuminates multiple risk factors
contributing to a suicide attempt and validates the influence of key risk factors described
elsewhere in the literature. This model provides essential targets for implementing
assessment and prevention programs in the community and private domains, through
education and awareness. Specifically, education on suicide assessment and screening
and learning more about mandatory reporting may increase professional’s confidence in
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intervening when they suspect a teen is at risk. Implementing polices to improve
assessment and providing a safe environment may reduce suicidal thoughts and behaviors
among teens. Finally, nurses may encounter a suicidal adolescent in any setting.
Becoming aware of suicidal risk factors, how to support teens and their families, and
intervene appropriately will reduce risk and save lives.
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Abstract
Suicide is a preventable health problem. Inconsistent use of the term suicidality
can result in failure to properly recognize suicide risk and behavior and confuses suicide
research. Clarification of the suicidality concept is needed to facilitate the care for
individuals at risk for suicide. Using Rodgers’ evolutionary concept analysis method, this
analysis describes the breadth and scope of the suicidality concept. Findings indicate
suicidality covers a spectrum of suicidal risk with a level of emotional suffering and
intent. The analysis does not draw definite conclusions, but outlines a direction for
further research.
Keywords: adolescent suicidality, suicidal ideations, suicidal behaviors, suicide,
evolutionary concept analysis
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Suicidality Concept Analysis: An Evolutionary Approach
Introduction
Suicide is a preventable public health problem. However, efforts to mitigate
suicide have been largely unsuccessful. Suicide is the 10th leading cause of death in the
United States (U.S.), and is a problem across the lifespan. From 1999 to 2016, suicide
rates increased in nearly all states, with suicide being the second leading cause of death
among people ages 10 to 34 surpassed only by unintentional injuries. Suicide is the
fourth-leading cause of death among people ages 35 to 54 and the eighth leading cause of
death among people 55 to 64 years of age (Centers for Disease Control and Prevention
[CDC], 2018). Total suicide deaths have changed little in 50 years (National Action
Alliance for Suicide Prevention: Research Prioritization Task Force [AASP], 2014). It
can be presumed that, personally or professionally, most nurses know of at least one
person who died by suicide. The AASP (2014) set a goal to reduce suicide attempts and
deaths by 20% in five years and at least 40% by 2025. These trends and targets should
inspire new ways of thinking about suicide prevention efforts and encourage research to
identify ways to improve prediction and detection of suicidal risk (AASP, 2014).
Suicidal thoughts and behaviors are significant indicators of the extent of the
suicide problem. In 2017, 10.6 million American adults seriously thought about suicide,
3.2 million made a plan, and 1.4 million attempted suicide (CDC, 2018). Due to
misreporting and underreporting, suicides may be double or triple what is reported
(Grund, 2018). The warning signs presented by suicidal individuals often go unnoticed
(James & Gilland, 2013). Yet, the majority of suicidal behavior takes place within 30
days of a person’s visit with a health care provider (Bolster, Holiday, Oneal, & Shaw,
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2015; Yearwood & Shoemaker, 2012). Nurses practicing in these settings are in a unique
position to provide primary and secondary interventions for those at risk for suicide.
However, nurses have reported important barriers to identifying those at risk for suicide,
including a lack of education on suicide prevention and lack of proper suicide risk
assessments (Bolster et al., 2015; Carmona-Narvarro & Pichardo-Martinez, 2012; Rice &
Sher, 2013). A better understanding of the complex problems of suicide is essential to
improving the identification and prediction of risk.
A variety of terms are found in the literature and used in practice to describe
phenomena leading up to suicide, often fitting into broad categories such as suicidal
ideation and behavior. However, inconsistency in the use of the concepts in the literature
persists. The use of different terms to describe phenomena leading up to suicide implies
the terms describe distinct concepts. What is more, the lack of standardized and
universally acceptable terms to describe suicidal ideation and behavior confuses suicide
research, as well as the way providers communicate about suicide. For example,
inconsistent use of terms can result in failure to recognize suicidal behavior as well as
labeling behavior as suicidal when it is not (Matarazzo, Clemans, Silverman, & Brenner,
2013). Additionally, the lack of consistency in terminology has a negative influence on
epidemiological reporting, limits research generalizability, and complicates evidencebased assessment and treatment strategies for individuals experiencing suicidal thoughts
or behaviors (Brenner et al., 2011).
Suicidologists (those who study the phenomenon of suicide) have been faced with
the challenge of refining and standardizing definitions of key suicide-related constructs to
improve measurement and assessment with standardized terminology (Silverman,
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Berman, Sanddal, O’Carroll, & Joiner, 2007). The term suicidality is an umbrella term
for suicidal self-injurious behaviors accepted by suicide researchers as a solution to
simplifying suicide terminology. However, this has complicated the work of clarifying
definitions rather than simplified it. Using the term suicidality is not considered to be as
clinically useful as the more specific constructs of ideation, behavior, attempts, and
suicide and their sub-groups (Meyer et al., 2010), yet the distinction between these
constructs is not always made clear in suicide studies. Clarity is important for transferring
research to practice, particularly for individuals who choose or may not be able to
articulate their desire to die before considering or engaging in suicidal behavior (Hawton
et al., 2012; Prinstein, 2008). Several suicide researchers argue that suicidality should not
be a term used in research at all because it lacks specificity (Crosby, Ortega, & Melanson,
2011; Marusic, 2004; Meyer et al., 2010). However, since suicide studies are replete with
the term suicidality and consistency in the use of the concept is lacking, analysis and
clarification of the concept of suicidality is needed.
In suicide research, definitions of suicidal ideation and behavior are variable,
imprecise, and often changing (Goodfellow, Kolves, & De Leo, 2017). Over the past
decade, the language of suicidology has undergone significant scrutiny and
transformation by the CDC’s Self-Directed Violence Surveillance Team and
contributions from the International Association for Suicide Prevention Task Force on
Nomenclature and Classification (Goodfellow et al., 2017). A search of the literature
revealed several published concept analyses of the suicidal phenomenon; one such
concept analysis used the evolutionary method to clarify self-harm (Tofthagan &
Fagerstrom, 2010). Three concept analyses using the Walker and Avant method were also
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found; one analyzed suicide lethality (De Bastiani & De Santis, 2018), another analyzed
suicidal behavior (Sun, 2011), and the third analyzed suicide behavior and intent
(Ngwena, Hosany, & Sivindi, 2017). Such concept analyses are essential in the
advancement of suicidology. However, a need for further analysis of the broader concept
of suicidality is needed to reduce ambiguity in understanding of the concept. The purpose
of this study is to present a concept analysis clarifying the defining attributes,
antecedents, and consequences of suicidality using Rodgers’ evolutionary approach
(2000) in order to facilitate the development and evaluation of assessment and care for
individuals at risk for suicide.
Materials and methods
Rodgers’ (2000) evolutionary approach maintains that concepts are comprised of
interrelated and overlapping elements that develop over time and are influenced by the
context in which they are used. Suicidality is a broad concept with multiple defining
attributes that are often misunderstood. There is a need to identify and clearly define the
attributes of suicidality to help improve identifications of individuals at risk. Given this, it
was determined that this method is a good fit for this analysis. This study followed the six
primary activities of Rodgers’ evolutionary method, which include (1) identifying the
concept of interest, including surrogate terms, (2) identifying the study setting and
sample, (3) collecting data that is relevant to detect variations in the attributes and
contextual basis of the concept, (4) analyzing data regarding the attributes, antecedents,
and consequences, (5) identifying an exemplar, and (6) identifying implications for
further development. These activities are not specific steps to be completed sequentially,
but represent tasks to be carried out simultaneously. The analysis does not draw definite
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conclusions but suggests a direction for further research.
Activity 1: Identifying the Concept of Suicidality
The process of evolutionary concept analysis is iterative, in that the investigators
work back and forth among the various activities involved in the study. However, the first
activity is always to isolate the concept of interest. According to Rodgers (2000), the
focus of this first step is to determine the concepts and appropriate terminology to guide
the analysis. In addition to clarifying the concept, a secondary outcome identifies changes
that have occurred in the concept over time.
When referring to suicidal thoughts and behaviors, the CDC’s Self-Directed
Violence Surveillance team suggests the use of the broad term of self-directed violence
(Crosby et al., 2011), which includes suicidal self-directed violence and non-suicidal selfdirected violence. Using the term self-directed violence requires specifying whether an
individual’s action is non-suicidal self-harm or suicidal self-harm. The term suicidality
has been adopted by researchers to describe the term suicidal self-directed violence.
Suicidality includes more specific constructs such as suicidal ideation, suicidal behavior,
and suicide, including sub-terms. Each term illustrates a level of mild to moderate risk of
serious injury with risk for suicide.
Surrogate terms
Across the literature, the term suicidality is often used interchangeably (even in
the same report or article) with surrogate terms such as suicide communications, suiciderelated behavior, suicidal thoughts and behavior, suicidal self-directed violence,
deliberate self-harm, and self-inflicted injury with suicide intent. Findings indicate that
the term suicidality is used to describe a broad scope of concepts that exist along a
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spectrum of thoughts and behaviors. These concepts or defining attributes are described
in the results section.
Activity 2: Study Setting and Sample and Data Collection
Activity 2 of Rodgers’ (2000) evolutionary method is choosing the setting and
sample. This study used a literature-based analysis based on a systematic search for
articles published from 1995 to 2018 in international English language journals. The wide
span of years was chosen to capture the evolution of the concept of suicidality over time
consistent with Rogers’ evolutionary method. Search words suicidality, suicide-related
ideation, behaviors, and communications were entered into search engines including
PubMed, CINAHL, and PsychINFO.
Articles that reported empirical results based on meta-analysis, literature reviews,
clinical trials, psychological autopsy studies, and case-control studies were included in
the analysis, along with articles that reviewed the CDC’s Self-Directed Violence
Classification System, the Columbia Classification Algorithm for Suicide Assessment,
and the International Association for Suicide Prevention Task Force on Nomenclature
and Classification. The search resulted in 9,358 articles. The search was refined by
including only research articles that included the term suicidality, resulting in 79 studies
used in this analysis. The reference lists of all included studies were also reviewed to
identify relevant citations. In addition, some books on suicide and websites including the
World Health Organization were included in the literature review.
Activity 3: Identification of Relevant Aspects of the Concept
For activity 3, an inductive discovery approach suggested by Rodgers (2000) for
data collection was followed by focusing on the identification of the relevant aspects of
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the concept of suicidality. The 79 studies meeting the inclusion criteria were read,
summarized, and coded for each variation in the concept of suicidality. The investigators
looked for all statements that provided clues to how the author defined the concepts and
identified data relevant to the defining attributes, antecedents, and consequences of
suicidality.
Activity 4: Data Analysis
Activity 4 in Rodgers’ (2000) evolutionary concept analysis is analyzing the data
using thematic analysis. This phase of analysis is a process of organizing and
reorganizing codes and descriptors identified in the data. Each code was examined for
agreement and disagreement and change over time within each study. Primary themes
were classified in the form of attributes, antecedents, and consequences of suicidality, as
well as any sub-terms related to the concept. In this study, primary themes were classified
by noting the frequency of their occurrence in the literature reviewed as recommended by
Corbin and Strauss (2015). The results of the data analysis are described in the following
sections.
Results
Defining attributes
Rodgers (2000) explains that identifying the attributes of the concept represents
the primary accomplishment of the analysis. The defining attributes of the concept of
suicidality include suicidal ideations, suicidal behaviors and communications, non-lethal
and serious suicide attempts, and suicide. Additionally, a level of emotional suffering and
intent lies across each concept. This section describes the differences within each of these
concepts. The evolutionary method suggests illustrating the concept with an exemplar as
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Activity 5 (Rodgers, 2000). Due to the complexity of the suicidality concept, this study
did not use a single exemplar. Instead, we provide a short description of the clinical
manifestations for each defining attribute.
Attribute: suicidal ideation
Suicidal individuals struggle with an internal battle between wanting to live and
wanting to die (Simon, 2014). While not considered an imminent risk for suicide, suicidal
ideation (SI) is a significant risk for suicidal behavior (Baca-Garcia et al., 2011; Simon,
2014). Suicidal ideation is considered dangerous, based on the extent that it can motivate
suicidal planning and behaviors; however, few individuals seek medical help for suicidal
thoughts (Grudnikoff et al., 2015).
Suicidal ideation can include passive or active thoughts of dying (Matarazzo et
al., 2013). Passive SI is manifest through intense ruminating thoughts of wishing to die
during sleep, being killed in an accident, or dying from a fatal disease (Baca-Garcia et al.,
2011; Joiner, 2005; Simon, 2014; Van Orden et al., 2010). Active SI is defined as intense
desire for suicide with a plan, such as thoughts of hanging oneself or overdosing with a
prescription drug (Baca-Garcia et al., 2011; Joiner, 2005; Simon, 2014; Van Orden et al.,
2010). According to Simon (2014), whether SIs are active or passive, the desire is to die.
A person’s ideations can be fleeting or chronic and can change from passive to active in
the presence of a stressful or triggering event. When the urge to die becomes more
intense than the will to live, the seriousness of suicidal intent may increase (Baca-Garcia
et al., 2011; Granek et al., 2017). What often prevents a person with SI from following
through with attempting suicide is having a reason to live (Rieger, Peter, & Roberts,
2015; Simon, 2014).
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Attribute: suicidal behavior or communication
Surrogate terms for Suicidal behavior or communication include suicidal selfdirected violence, self-harm with intent to die, and suicide attempt. Definitions of suicidal
behavior are variable, imprecise, and often confused with non-suicidal self-injury, which
is distinguishable from a suicidal attempt (Goodfellow et al., 2017; Prinstein, 2008). The
CDC’s Self-Directed Violence Surveillance team makes a distinction by defining nonsuicidal self-directed violence, also referred to as self-injurious behavior, as behavior that
is self-directed and deliberately results in injury or the potential for injury to oneself, with
no evidence of suicidal intent (Crosby et al., 2011; Matarazzo et al., 2013). Tofthagan
and Fagerstrom (2010) explained that physical self-harm is often a manifestation of
mental pain and a way for individuals to express or relieve the intensity of their
emotional suffering without intending to die.
Conversely, with suicidal self-directed violence, the literature suggests that
suicidal intent is manifest by implicit suicidal behavior, also referred to as preparatory
acts toward imminent, passive suicidal behavior (e.g. collecting pills, buying a gun, tying
a rope into a noose) (Matarazzo et al., 2013) and explicit, active suicidal behavior (e.g.
walking into traffic, driving recklessly, or taking dangerous chances such as putting a
noose around the neck to see how it feels) (Briere, Madni, & Godbout, 2016; Crosby et
al., 2011). Silverman et al. (2007) and Silverman (2006) described suicidal behavior as an
episode in which an individual had suicidal intent and means but did not attempt suicide.
Suicidal behavior can be communicated through overt, direct statements (e.g. “I wish I
were dead”; “I can’t take it anymore”) and covert, subtle statements (e.g. “I won’t be a
problem much longer”; “It’s okay now. Soon everything will be fine”) (Grund, 2018).
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Suicidal behavior and communication, considered a cry for help by suicidal individuals
demonstrating or communicating mental anguish, are predictors for a suicide attempt and
eventual suicide (Posner, Oquendo, Gould, Stanley, & Davies, 2007).
Attribute: suicide attempt
Suicide attempt is defined as a non-fatal self-directed, potentially injurious
behavior with any intent to die as a result of the behavior (Crosby et al., 2011; Matarazzo
et al., 2013). Several sub-categories were commonly identified in the most current
literature to distinguish levels of suicide risk, such as; (a) a suicide attempt interrupted by
self or others before injury could occur (e.g. an individual was ready to take pills but had
a change of mind or called for help), (b) self-initiated, potentially injurious behavior with
some intent to die that is somehow interrupted (e.g. cutting wrists but getting help before
serious injury could occur) (Crosby et al., 2011; Matarazzo et al., 2013), and (c) serious
or lethal suicide attempt. A serious suicide attempt is an attempt that would have been
fatal had it not been for rapid and effective pre-hospital care or other emergency
treatment (Levi-Belz & Beautrais, 2016; Marzano, Rivlin, Fazel, & Hawton, 2009).
Injury or harm is not a qualifying outcome for a suicide attempt. The criteria for
an attempt requires intent to die and behavior towards potential harm (Crosby et al.,
2011). For example, as soon as an individual ingests one pill with the intent to die, the
behavior has become a suicide attempt, even if the individual changes their mind or if
ingesting one pill would be insufficient to result in death. When the self-initiated
injurious behavior, with intent to die, results in death, it is considered a lethal suicide
attempt or suicide (Crosby et al., 2011; De-Bastiani & DeSantis, 2018).
Attribute: suicide
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The term suicide, when used to describe a fatal attempt, is synonymous with death
by suicide (Van Orden et al., 2010). Suicidologists discourage the common term
committed suicide, as it criminalizes suicide. Suicide, when characterized as a crime,
perpetuates stigma against those who experience suicide-related behaviors. Stigma ranks
as the top reason suicidal people avoid seeking help (Bolster et al., 2015; Czyz, Horwitz,
Eisenberg, Kramer, & King, 2013). Completed suicide, often thought by suicide experts
to be an acceptable alternative to committed suicide, is also subject to criticism. The term
completion implies a good result. Therefore, the term completed suicide portrays suicide
as an accomplishment (Crosby et al., 2011). This term fails to allay the stigma, since the
opposite of completion is a failure to complete, implying that a suicide attempt that does
not end with death is a failure.
Feelings of failure often motivate a suicide attempt; therefore, when a suicide
attempt does not result in death, a shame reaction may occur, inflaming the emotions of
failure. Suicide attempt survivors are sensitive to the attitudes and words used by health
care providers (Bolster et al., 2015). Terminology is vital in the efforts to decrease stigma
(Wiklander, Samuelsson, & Asberg, 2003). Furthermore, when completed is used as an
adjective for suicide (instead of a verb), it is redundant. The terms died by suicide or
simply a suicide are becoming the more acceptable terms (Silverman et al., 2007).
Antecedents
The antecedents of a concept are the events or conditions that generally precede
the instance of the concept (Tofthagan & Fagerstrom, 2010). Antecedents or risk factors
for suicide are consistent across studies. However, the knowledge about suicide is not
inclusive, and research lacks a full understanding of how risk factors influence the
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suicidal person’s life. Several contextual social factors antecedent to suicide are
documented in the literature and can be grouped into three major categories: psychiatric
illness, emotional deregulation, and interpersonal violence.
Antecedent: psychiatric disorder
A psychiatric disorder and history of psychiatric treatment are major risk factors
for all attributes of suicidality (Kim et al., 2014; Lan et al., 2015; Stenager & Qin, 2008).
Almost any diagnosable psychiatric disorder is a significant risk factor for suicide. Risk
increases if an individual is diagnosed with multiple psychiatric disorders and
experiences other risk factors such as abuse and neglect (Blashill & Calzo, 2018; Chen, &
Shur-Fen, 2019; Grudnikoff et al., 2015; Lan et al., 2015; Rice & Sher, 2013; Scott,
Underwood, & Lantis, 2015). Disorders with greater risk for suicide ideations and
behaviors include schizophrenia (Cassidy, Yang, Kapczinski, & Passos, 2017), bipolar
disorder (Cassidy, 2011; Dilsaver, Benazzi, Akiskal, & Akiskal, 2007; Halfon, Labelle,
Cohen, Guile, & Brenton, 2013; Steiger, Labonte, Groleau, Turecki, & Israel, 2013),
substance abuse (Doksat, Zahmacioglu, Demirci, Kocaman, & Erdogan, 2017; Dore,
Mills, Murray, Teesson, & Farrugia, 2012; Gonzalez, Collins, & Bradizza, 2009; Price,
Risk, Haden, Lewis, & Spitznagel, 2004; Wild, Flisher, Bhana, & Lombard, 2004), an
eating disorder (Mugoya, Hooper, Chapple, & Cumi, 2018; Smith, Zuromski, & Dodd,
2018; Steiger et al., 2013), borderline personality disorder (Gunderson & Ridolfi, 2001;
Khoury, Pechetel, Andersen, Teicher, & Lyons-Ruth, 2019; Randy, 2004; Slotema et al.,
2017), and post-traumatic stress disorder (Briere, Kwon, Semple, & Godbout, 2019; Dore
et al., 2012; Price et al., 2004; Tang et al., 2018; Yo et al., 2018). Many psychiatric
disorders occur together, and the boundaries between them are often unclear.
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Antecedent: emotional deregulation
Emotional deregulation (broadly meaning disconnection or separation from labile
emotions subject to rapid change) associated with depression and anxiety is a common
antecedent to suicidality (Beck, Haigh, & Baber, 2012; Briere, Kwon, Semple, &
Godbout, 2019; Davy, Halberstadt, Bell, & Collings, 2018; Hom et al., 2018; Stanley &
Larsen, 2019; Wongpakaran, et al., 2019; Yen, Weinstock, Andover, & Sheets, 2013).
Suicidality is considered a symptom of depression that involves some form of emotional
deregulation and is manifest by hopelessness (Beck et al., 2012; Davy et al., 2018;
Dell’Osso et al., 2019; Zaroff, Wong, Ku, & Van Schalkwyk, 2014). Anxiety also leads
to increased emotional deregulation and physiological arousal, which perpetuates
depression and is manifest by feelings of helplessness (Conroy & Dickinson, 2018;
Economou et al., 2019; Makhija & Sher, 2007).
The severity and intensity of suicidality and emotional deregulation vary due to
underlying dispositional and contextual factors (Cameron, Brown, Dritschel, Power, &
Cook, 2017; Davy et al., 2018; Dell’Osso et al., 2019; Hom et al., 2018). Pre-existing
vulnerabilities significantly affect the way that an individual will respond to a stressful
event, thereby influencing the likelihood of developing depression (Cameron et al., 2017;
Davy et al., 2018; Dell’Osso et al., 2019; Stanley & Larsen, 2019). Research findings,
have demonstrated that interpersonal trauma (e.g. loss, bullying, trauma, abuse, violence)
may also increase one’s vulnerability to stress and predispose individuals to depression,
and subsequent suicidal thoughts or behavior (Abdeen et al., 2017; Briere et al., 2016;
Carpenter, Shatluck, Tyrka, Geracioti, & Price, 2011; Cluver, Orkin, Boyes, & Sherr,
2015; Prinstein, 2008; Thanoi, Phancharoenwarakul, Thompson, Panitrat, & Nityasuddhi,
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2011).
Not all individuals with depression die by suicide. Studies indicate that depression
alone predicts suicidal ideation, but does not necessarily correlate with suicide plans or
attempts (Briere et al., 2019; Cameron et al., 2017; Campos et al., 2016: King &
Merchant, 2008). However, depression, when compounded by another psychiatric
disorder or reports of interpersonal trauma, is associated with suicide behavior and
attempts (Briere et al., 2019; Camm-Crosbie, Bradley, Shaw, Baron-Cohne, &
Cassidy,2011; Casidy et al., 2017; Chen et al., 2019; Dore et al., 2012; Lamigre &
Taylor, 2019; Yoo et al., 2018).
Antecedent: Interpersonal trauma
Interpersonal trauma (sexual, physical, emotional abuse or assault, and intimate
partner violence) is frequently documented as an antecedent to suicidality, more so than
depression (Kelley et al., 2019; Puzia et al., 2014; Reed, Agar, Barker-Collo, Davies, &
Moskowits, 2001; Yo et al., 2018; Zaroff et al., 2014). Bryant and Range (1995) and Yoo
et al. (2018) found that young women are more vulnerable to exposure to interpersonal
trauma and more likely to have suicidal ideation compared to those who have
experienced non-interpersonal trauma (such as warfare, accidents, natural disasters).
Leone and Carroll (2016) and Tabb et al. (2016) found that women who report intimate
partner violence are more at risk for suicidal ideation than suicidal behavior.
Interpersonal trauma such as childhood sexual, physical, and emotional abuse is
associated with interpersonal difficulties such as lack of trust, fear of intimacy, isolation,
and sensitivity to rejection, which may motivate suicidal ideation and behavior in
adulthood (Afifi, Boman, Fleisher, & Sareen, 2009; Briere, Rohde, Seeley, Klein, &
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Lewison, 2015; Cauley, Pontin, Touhey, Sheehy, & Taylor, 2019; LanghinrichsenRohling, Thompson, Selwyn, Finnegan, & Misra, 2017; Lemaigre, & Taylor, 2019;
Oliffe et al., 2019; Puzia, Kraines, Liu, & Kleiman, 2014; Thompson, Kingree, & Lamis,
2018 ). Studies among adult samples indicate childhood sexual abuse is a substantial,
independent predictor of active and passive suicide attempts compared to childhood
physical abuse. Emotional abuse is more specific to suicidal ideation (Briere, Madni, &
Godbout, 2016; Lemaigre & Taylor, 2019; Puzia et al., 2014). Angelakis, Gillsepie, and
Panagioti (2018) found that risk for suicide increases with age among adults who report
childhood abuse.
Compared to other forms of childhood trauma, childhood sexual abuse is more
likely to be associated with a wide range of psychological disorders, including
depression, borderline personality traits, psychosis, substance abuse, isolation,
involvement with non-suicidal self-injury, relationship problems, and reduced impulse
control (Briere et al., 2016; Grivel et al., 2017; Heydari, Teymoori, & Nasiri, 2015;
Lemaigre & Taylor, 2019; Thompson et al., 2018; Yoo et al., 2018). Childhood sexual
abuse may desensitize the individual to the pain and fear associated with selfdestructiveness increasing the risk for suicide (Briere et al., 2015).
Consequences
The consequences of suicidality are dependent on where the individual lies on the
continuum of suicidal thinking and behavior and their reactions to treatment and care.
Effects include death as a consequence of suicide; however, more people survive suicide
attempts than die. Suicide attempts represent the strongest predictor of future suicide
attempts and death by suicide (Cash & Bridge, 2009; Kim et al., 2014; Massango,
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Rataemane, & Motojesi, 2008; Van Orden et al., 2010).
Long-term impairment in suicide attempters is likely to go beyond suicide risk.
Studies suggest that adolescent suicide attempters progress into adulthood with a wide
range of problems, including mental disorders, physical health problems, interpersonal
difficulties, less treatment service utilization, and premature mortality (Briere, Rohde,
Seeley, Klein, & Lewinson, 2015; Gilreath et al., 2016; Goldman-Mellor et al., 2014;
Kerr & Capaldi, 2011). Losing a loved one to suicide has an emotional impact
characterized by features of complicated grief (Levi-Belz, 2015). People bereaved by
suicide are at higher risk for physical mortality, depression, and suicide than people
bereaved by death from other causes (Schneider, Grebner, Schnable, & Georgi, 2011).
Specific emotional issues related to suicidal loss include self-blaming thoughts, high
levels of shame, guilt, anger, social stigmatization, feelings of rejection, and the crisis of
faith (Burke & Neimeyer, 2014; Hunt & Hertlein, 2015; Nam, 2015).
Suicide attempts cost up to $70 billion a year in direct and indirect costs (CDC,
2018). Direct costs may include psychological and physical rehabilitation, hospitalization
and nursing home costs, and criminal justice investigations (Burchart et al., 2008; Platt et
al., 2006). Indirect costs may include lost earnings due to permanent disability and
premature mortality (Yang & Lester, 2007).
Discussion
As seen in this concept analysis, a variety of surrogate terms are used to describe
and explain the nonspecific phenomenon of suicidality. Suicidality is considered
multidimensional and manifests along a spectrum of thoughts and behaviors, each with
its degree of severity (Posner et al., 2007). Figure 1 illustrates the spectrum of suicidality
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beginning with SI, which can be active or passive. These thoughts can progress to passive
or active suicidal behavior and eventually non-fatal or serious suicide attempt and ending
with suicide as a consequence. The transecting horizontal arrow starting with SI and
traversing the path toward suicide indicates the level of intent to die and the antecedents
influencing intention. The stronger the intent to die, the greater the risk for suicide. The
arrows along the perimeter of the diagram indicate that the process of suicidality is not
linear; there is no straight line or exact trajectory. For example, individuals who report
passive thoughts about wanting to be dead are at risk for a suicide attempt or death by
suicide (Baca-Garcia et al., 2011; Conroy & Dickinson, 2018; Simon, 2014). Moreover,
those with a suicide plan who engage in active suicidal behaviors with the intention of
dying may deny having SI, but are also at risk for a suicide attempt or death by suicide
(Briere et al., 2016; Palagini et al., 2019). Suicide psychological autopsies indicate that a
suicide attempt serves as a signal that the person is more likely to die in a subsequent
attempt (Cluver et al., 2015; Grey & Dihigo, 2015; Nrugham et al., 2015; Scott et al.,
2015; Shain, 2007).
In some cases, and with adolescents in particular, a suicide attempt is impulsive
with the absence of ideations or planning (Alasaarela, Hakko, Riala, & Riipinen, 2017;
Baca-Gracia et al., 2011; Chen, Chen, & Gau, 2019). Meyer et al. (2010) suggest that
because SI is more common than death by suicide, ideation by itself is not a good
indicator of the level of suicide risk. Additionally, Harrison, Stritzke, Fay, Ellison, and
Hudaib (2014) purport that individuals who consider suicide may not disclose their
intentions even when prompted for fear of unwanted hospitalization. Therefore, passive
ideation and behavior are frequently overlooked.

95
Joiner (2005) suggests that the intent or desire for death is not enough to propel
someone to attempt suicide. According to the interpersonal-psychological theory of
suicide, a person must acquire the capability to inflict self-harm (Joiner, 2005; Van Orden
et al., 2010). For example, one must have a desire for suicide, a low fear of death, and an
elevated tolerance for physical pain, which can be acquired through repeated exposure to
fearful or painful experiences (Horton et al., 2016). Suicide attempts, physical abuse, and
non-suicidal self-injury can be the avenue by which acquired capability is maintained and
enhanced (Joiner, 2005).
Activity 6: Identifying Implications for Future Development
Activity 6 of Rodgers’ (2000) evolutionary method is identifying implications for
future development. The philosophical foundation of the evolutionary method
emphasizes concept analysis as a basis for further inquiry and concept development
rather than an endpoint. The emphasis is on conceptual change or “evolution”. The goal
is to clarify and develop concepts that are clear and useful. When the attributes that
comprise the concept of suicidality are not clear, the ability to communicate and identify
aspects of the phenomena is limited. This analysis has several implications for nursing
and research.
Nursing implications
This analysis provides essential suggestions for removing stigmatizing
terminology associated with suicide. The continued use of imprecise terms perpetuates
the stigma associated with suicidality. Removing stigmatizing words from the suicide
studies lexicon including committed, which criminalizes the act, or completed, which
conveys something positive about a negative act, may help decrease the fear and
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discomfort in discussing suicidality with patients, thus improving care and potentially
decreasing suicides.
Second, it is essential for nurses to become more knowledgeable about the
attributes, antecedents, and consequences of suicidality, and the distinction among
suicidal ideations, behaviors, and attempts to better identify patients who are at risk.
Lastly, the idea that suicide progresses along a spectrum is essential for clinical purposes.
Using a multidimensional approach that goes beyond simply asking if a patient is feeling
suicidal may provide nurses an opportunity to engage in an empathetic therapeutic
discussion with their patients (Giddens & Sheehan, 2014). This provides the opportunity
to intervene at any level of the suicidality spectrum promptly to prevent progression
towards suicide.
Research implications
This analysis provides results that can be applied and tested as part of a further
phase in the continuing cycle of concept development. The multiple defining attributes of
suicidality such as ideations, behaviors, and communications can be further studied and
defined as a concept of their own. For example, studies are needed that make a distinction
between passive and active suicidal ideations. A better understanding of suicidal thought
processes may provide a clearer understanding of how to assess and identify individuals
at risk for suicide and provide early interventions.
Theoretical models are needed to explain how and why individuals choose to
engage in suicidal behaviors and to understand the predictive impact of suicidal ideation
and behavior on suicide attempts and death by suicide. Longitudinal studies are also
lacking in suicide research. Such studies are needed to help understand the development
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of suicidal ideation, what leads a person to attempt suicide, and for some to recover.
Lastly, studies examining preventive interventions would be valuable in attempts to
reduce suicidal ideations, behaviors, and suicides.
In conclusion, this study sought to clarify the murky boundaries of the
phenomenon of suicidality and its defining attributes. The defining attributes are manifest
with significant differences in clinical severity and importance and elucidate
inconsistencies about how to define the phenomenon. The term suicidality lacks the
specificity that is needed to best estimate the risk of suicide and suicide-related behaviors.
Outcome and intent are the two primary constructs on which the defining features of
suicidality are based. Meyer et al. (2010) suggested that suicidality should be abandoned
as a term, and focus should be shifted to more clinically useful terms such as suicidal
ideation, suicidal behavior, and suicide. However, it appears the term suicidality remains
commonly used and requires better understanding to encourage consistent use of the
concept.
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Abstract
Background: Suicide is a global concern. Deaths by suicide, however, are only part of
the problem, as suicidal ideation and suicidal behaviors may also precede a suicide
attempt. Few theoretical models are used in research that explain how the individual
progresses from suicidal ideation to a suicide attempt. Thus, there is a critical need to
advance the study of suicide with sound theoretical models to describe and explain
processes whereby suicidal thoughts transition to attempts. Purpose: This paper provides
a conceptual and empirical review of historical suicide theories and the new generation of
ideation-to-action theories of suicide. Method: A scoping review of systematic reviews
and meta-analysis from three databases (CINAHL, JSTOR, and PsychINFO) was
conducted to find literature describing suicide theories. Results: Historical theories are
limited in their ability to differentiate between those individuals with suicidal ideations
and those who attempt suicide. A new generation of theories grounded in the ideation-toaction framework has emerged. These new theories propose distinct processes that
attempt to explain what moves an individual from suicidal ideations toward suicidal
behaviors. Implications for practice: The ideation-to-action theories can guide health
care providers’ assessment of at-risk individuals beyond merely asking about suicidal
thinking. Conclusion: The new generation of suicide theories suggest that suicidal
ideations are only one component of risk. The common denominator that distinguishes
ideators from attempters is the capability for suicide.
Keywords: ideation-to-action framework, suicide ideation, suicide attempts,
theories of suicide
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Rethinking Suicide Risk with a New Generation of Suicide Theories
Background and Purpose
Suicide is a worldwide concern that poses significant burden on individuals,
families, and communities. Approximately 800,000 people around the world die by
suicide each year (World Health Organization [WHO], 2018), and 78 % of suicide cases
occurred in low- and middle-income countries (Bachmann, 2018). Suicides are the
second leading cause of premature mortality in individuals aged 15 to 29 years, and
number three in the age-group 15-44 years. Globally, suicide deaths are expected to
increase by 2.4% by 2020 (WHO, 2018). Suicide is a ubiquitous health concern, and
nurses in every type of clinical practice are likely to have encountered suicidal
individuals in their personal and professional lives. Understanding factors that contribute
to suicide is important to develop effective strategies to prevent or reduce the incidence
of suicide.
Suicide deaths are only part of the problem. Suicidal ideations and behaviors are
equally concerning for several reasons. First, adolescence is a developmental period in
which the prevalence of lifetime suicidal ideation and behaviors begin and can carry on
into adulthood, dramatically increasing the risk of death by suicide (Miller & Prinstein,
2019). Second, for every suicide, approximately 25 individuals attempt suicide; many
more wish they were dead and contemplate taking their own life (WHO, 2018; Chung &
Joung, 2012). Third, due to the stigma associated with suicide and lack of comprehensive
assessments by health care providers, many more individuals think about or attempt
suicide each year than is reported (Nock & Banaji, 2007). Finally, suicide death is
preventable, and assessment of suicidal thoughts and behaviors soon after onset presents
a significant opportunity for prevention, resulting in additional years of productive life.
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Despite a burgeoning body of empirical research identifying risk factors
associated with suicidal behavior, a comprehensive understanding of the processes of
suicide remains elusive. Perhaps the limited success in understanding this complex
phenomenon is due to the fractured approach in current suicide research regarding the
progression from suicidal ideations to attempts (Klonsky, May, & Saffer, 2016). For
example, studies that examine predictors of suicide such as depression (Czyz, Berona, &
King, 2016; Guidry & Cukrowicz, 2016), hopelessness (Acosta et al., 2012; Nrugham,
Holen, & Sund, 2015; Steeg et al., 2015; Qui, Klonsky, & Klein, 2017), psychiatric
disorders (Kim et al., 2014; Lan et al., 2015; Perez, Marco, & Garcia-Alandete, 2017;
Rice & Sher, 2013; Yen, Weinstock, Andover, & Sheets, 2013), and impulsivity
(Alasaarela, Hakko, Riala, & Riipinen, 2017) tend to compare individuals who are
suicidal to individuals who are not suicidal (Klonsky & May, 2014).
While comparing suicidal individuals to non-suicidal individuals helps determine
suicidal risk factors, such comparisons do not differentiate between those who think
about suicide, engage in suicidal behaviors, and attempt suicide (Dhingra, Boduszek, &
O’Connor, 2015; Hawton et al., 2012; May & Klonsky, 2016; O’Connor, Rasmussen, &
Hawton, 2012; Taliaferro & Muehlenkamp, 2014). Making a distinction is essential in
identifying and predicting risk because virtually all attempters experience ideation, but
not all who think about suicide go on to attempt it. Thus, these studies may fail to
distinguish between categories of risk on a suicidal thinking and behavior continuum
(Klonsky & May, 2014; May & Klonsky, 2016; Nock et al., 2009).
Additionally, studies investigating suicide and related behaviors are typically not
theoretically driven (Gunn & Lester, 2014; Van Orden et al., 2010). While there is ample
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support for an association between multiple risk factors and suicide, the conceptual
underpinnings by which such factors interact and influence suicidal ideations and
behaviors remain unclear (Van Orden et al., 2010). How certain risk factors impact
separate outcomes is also unknown. For example, stark differences exist between gender
and the method and magnitude towards suicide attempts and death by suicide (Nock et
al., 2013). Theories provide a framework for organizing facts, enabling the facts to refute
or confirm predictions from theory, thus providing a better understanding of the
processes leading to behaviors (Gunn & Lester, 2014; Meleis, 2012; Quinn, 2016). If the
study of suicide is to improve knowledge and motivate policy change or improve clinical
practice, and ultimately save lives, theories and models should be used to guide studies
investigating risks and shifts between suicidal ideation and behavior (Quinn, 2016).
Due to this gap in knowledge, individuals at-risk for suicide are often unnoticed
and untreated, leading to an unadressed risk for morbidity and mortality and producing a
significant economic burden on society. There is a critical need to improve assessment
and treatment methods by providing researchers and clinicians with a deeper
understanding of the etiology and course of suicide, including sound theoretical models
accounting for evidence-based risk factors and providing insights into the process
whereby suicidal thoughts develop and transition to suicide attempts (Klonsky et al.,
2016). The National Action Alliance for Suicide Prevention (2014) has highlighted the
importance of this type of research by placing the question “Why do people become
suicidal?” at the top of its research agenda.
As a response to this call for action, the purpose of this paper is to provide a
scoping review of contemporary suicide theories, comparing historical theories and the
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new generation of ideation-to-action theories of suicide. Second, this paper reviews the
ideation-to-action framework informing the development of a new generation of suicide
theories. Third, the new generation ideation-to-action theories are described. These
theories include the interpersonal-psychological theory of suicide (IPTS), the integrated
motivational-volitional model (IMV), and the three-step theory (3ST). Finally, this paper
concludes with a discussion for implications for further research and clinical practice.
Methods
A review of systematic reviews and meta-analysis was performed utilizing
multiple searches with CINAHL, JSTOR, and PsychINFO and using search words
suicide risk factors, suicide ideations, and suicide behaviors. An additional search
utilizing the terms suicide theories and theories of suicide was conducted to find
literature describing suicide theories. Inclusion criteria included English-language, peerreviewed literature, systematic reviews and meta-analysis, and articles that focused on
suicide risk factors and suicide theories, supplemented with hand-searching of reference
lists. Articles were reviewed based on their articulation of theory, testing of theory, or
explanation of theoretical concepts.
Results
Scholars may argue that no research is atheoretical (Anfara & Mertz, 2014).
However, suicide researchers infrequently highlight the use of theory in their studies;
they are either not writing about theory use or not consciously considering theory in the
research process (Gunn & Lester, 2014; Quinn, 2016). While several theories have been
proposed in the history of suicidology, some researchers believe that popular past
theories are limited in their explanation of suicide and do not help advance research
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(Klonsky, Qiu, & Saffer, 2017; O’Connor & Portzky, 2018). For example, Durkheim’s
social theory suggests that suicide is not only an individual problem, but also attributed to
societal norms, religious order, and life regulation experiences (Simpson, 1951). Adverse
social experiences can trigger a crisis intensely affecting a person’s thought process,
behavior, psychological well-being, and health, putting them at risk for suicide (Gupta,
2005).
Theorists such as Baechler (1975), Shneidman (1993), and Baumeister (1990)
view suicide as an aversive self-awareness and escape from severe psychological states
(Gunn & Lester, 2014). Baechler (1975) purports that flight motivates the escapist’s
suicide. The individual reaches a threshold of suffering, having had enough of a difficult
situation, and escapes the intolerable situation through suicide. A person’s level of
resilience is the defining factor that separates individuals who may undergo the same
hardships from those who choose suicide (Gunn & Lester, 2014).
Baumeister’s (1990) escape theory of suicide proposes that suicide emerges as an
increased desire to escape from aversive self-awareness and current life problems. When
expectations are unrealistically high, unsolved problems and setbacks result in
disappointment. The individual then enters a state of high self-awareness of failure to
meet high standards, resulting in self-blame for the setbacks and causing a rise of
negative effects such as depression or guilt (Gunn & Lester, 2014). Baumeister describes
this as a state of cognitive deconstruction. A decrease in the life-sustaining instinct
results, which may cause an increased willingness to engage in suicidal behavior. Suicide
is less likely if the individual places blame on external factors rather than internalizing
the situation (Gunn & Lester, 2014).
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Shneidman’s (1993) psychache theory proposes that suicide is an escape from
psychache. Psychache stems from thwarted or distorted psychological needs and is
defined by the unbearable guilt, despair, hopelessness, shame, pain, depression, and
pressure one feels when thinking about suicide. Mental pain can cause a limited view of
current circumstances and may lead to perturbation, or unrest, causing a strong need to
alleviate the intense discomfort (Shneidman, 1996). Shneidman (1996) suggests that
depression and hopelessness are only significant insofar as they are related to psychache.
This assertion is consistent with findings from studies with university students (DeLisle
& Holden, 2009; Troister & Holden, 2010) and adult community samples (Holden,
Mehta, Cunningham, & McLeod, 2001). However, further research examining
connections between depression, hopelessness, psychache, and suicidal ideations and
behaviors is needed to establish psychache as a causative factor for individuals engaging
in suicidal behaviors (Troister & Holden, 2010).
Hopelessness theorists Abramson et al. (2002) and Beck (1986), propose that
hopelessness is the key that leads a person to want to end their own life. Abramson et al.
suggest that hopelessness is a cognitive vulnerability associated with suicide risk that
includes a perception that the situation cannot change. Beck posited that depression and
hopelessness regarding the ability to resolve a problem leads to the desire to end one’s
life. Accordingly, hopelessness has been identified as a critical predictor of death by
suicide by researchers and theorists (Abramson, Metalsky, & Alloy, 1989; Beck, 1986;
Beck, Brown, & Steer, 1989; Beck, Brown, Steer, Dahlsgaard, & Grisham, 1999).
However, in a meta-analysis by May and Klonsky (2016), depression and hopelessness
were markedly elevated among suicidal ideators as compared to non-suicidal individuals,
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while they were similar among both attempters and ideators. Consistent with
hopelessness theory, recent research indicates that hope is inversely correlated with
suicidal ideations but does not distinguish between suicidal ideations and behaviors
(Acosta et al., 2012; Gould, Shaffer, & Greenberg, 2003; Nrugham et al., 2015; Qui et al.,
2017; Steeg et al., 2015).
In summary, a number of theorists have sought to explain suicide. Although these
historical theories have stimulated analysis and research by providing a framework for
studying suicide, they share the limitation of focusing on suicide as the sole outcome.
This feature fails to explain how suicidal thinking is manifest in a range of selfdestructive behaviors that differ on the level of intent, lethality, and outcome (Glenn &
Nock, 2014; Joiner, 2005; Nock et al., 2013; Van Orden et al., 2010). These models do
not differentiate between individuals who think about suicide and those who may attempt
it. Additionally, established risk factors for suicide fail to make this distinction or
meaningfully differentiate levels of suicidal intent (Joiner, 2005; Klonsky & May, 2014;
Klonsky, Saffer, & Bryan, 2017; O’Connor & Nock, 2014). In contrast to early theories,
new process models of suicide suggest that suicide progresses on a spectrum of thoughts
and behaviors (Posner, Oquendo, Gould, Stanley, & Davies, 2007; Simon, 2014; Van
Orden et al., 2010).
Ideation-to-Action Framework
Knowledge development is strengthened when a theory links research and
practice. One promising approach to providing the basis for effective interventions to
prevent suicide is in the development and use of theories that can differentiate suicidal
ideations from suicidal behaviors to underpin research and practice. Klonsky and May
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(2014) propose an alternative theoretical framework, termed the ideation-to-action
framework, that distinguishes between predictors of ideators who attempt and those who
do not attempt suicide.
Klonsky and May’s (2014) ideation-to-action framework is an alternative
theoretical framework that conceptualizes suicide-related thoughts and actions as
operating on a spectrum of thoughts and behaviors. The ideation-to-action framework
stipulates that processes involved with the development of suicidal ideations and the
progression from ideation to attempts are distinct processes with distinct predictors and
explanations. For example, this framework encourages researchers to distinguish between
variables predictive of suicidal ideation and a suicide attempt. Similarly, Klonsky and
May encourage theorists to offer separate explanations for the development of suicidal
ideations and suicide attempts. The following sections introduce a new generation of
theories grounded in the ideation-to-action framework, proposing distinct processes that
underly the development of suicidal ideations and the process that moves an individual
towards suicidal behaviors.
Interpersonal-psychological theory of suicide. Joiner’s (2005) interpersonalpsychological theory of suicide (IPTS) is considered the pioneering ideation-to-action
theory. The foundational IPTS assumption is that people die by suicide only if they have
both the desire for suicide and the acquired capability to take their own life (Joiner,
2005; Van Orden et al., 2010). The desire for suicide is composed of two interpersonal
constructs: perceived burdensomeness, the perception that one is a burden to all others in
one’s life, and thwarted belongingness, the psychological state in which the human need
to belong is not met (Joiner, 2005). The experience of either state alone is a proximal risk

127
(immediate vulnerability) and cause for passive suicidal ideations (thoughts of wishing to
be dead but not an active desire for suicide). The simultaneous presence of both thwarted
belongingness and perceived burdensomeness with perceived hopelessness that the
situation is unchanging leads to active suicidal ideations (an active desire for suicide)
(Van Orden et al., 2010). With the presence of the third construct of the theory, acquired
capability for suicide, suicidal desire develops into suicidal intent. Acquired capability is
viewed as a pivotal construct that accumulates over time as a result of repeated exposure
to painful and provocative events or to fear-inducing experiences and elevated tolerance
to physical pain, all which are needed to inflict self-harm and end one's life (Ribeiro &
Joiner, 2011; Van Orden et al., 2010). The interactive nature of the three constructs thwarted belongingness, perceived burdensomeness, and acquired capability, are all
necessary for an individual to have the capability for a lethal suicide attempt (Van Orden
et al., 2010).
Given that the constructs central to the IPTS are posited to apply across the
lifespan (Joiner, 2005), there is a debate regarding the applicability of this framework
among adolescents. Adults and adolescents who experience suicidal ideations differ
regarding developmental stages and life experiences (Parellada et al., 2008). Although the
developmental context is different, the central constructs may be relevant to adolescents
but are manifest through a different pathway (Czyz et al., 2016). For example, Guidry
and Cukrowicz (2016) found that perceived burdensomeness is particularly salient to the
adult population as age-related issues diminish one’s independence, leading to an
individual feeling like a burden. Early theories of social cognitive development posit that
a focus on oneself, as opposed to others, characterizes adolescence (Feldman, 2009).
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Choudhury, Blakemore, and Charman (2006) support this theory, suggesting that the
ability to consider others’ perspectives may not fully develop until young adulthood
suggesting perceptions of burdensomeness may be less common among adolescents.
However, studies have focused on variables that are relevant to the core constructs of the
model, providing evidence for the applicability of perceived burdensomeness across the
lifespan. For example, Evans, Hawton, and Rodham (2004) found that weak academic
competency is associated with perceived burdensomeness and suicidal ideation among
youth and young adults, suggesting a protective role of competence and self-efficacy.
Additionally, youth with a chronic illness might perceive themselves as a burden to their
family, and there is evidence that these youth are at risk for suicidal behaviors (Barns,
Eisenberg, & Resnick, 2010).
With regard to the concept of belonging, Horton et al. (2016) purported that
thwarted belongingness may be more salient to adolescent suicidal ideation due to the
importance of social interactions. A primary developmental task of adolescence is the
establishment of healthy interpersonal relationships and a sense of belonging (Feldman,
2009). Poor functioning in this developmental phase can lead to adverse outcomes
stemming from negative social experiences or a general struggle with social development
(King & Merchant, 2008). Loneliness, specifically a lack of pleasurable engagement, is a
predictor of thwarted belongingness and an onset of depression (Joiner, Lewinson, &
Seeley, 2002). Findings of a longitudinal study by Czyz, Liu, and King (2012) suggest
that significant social support among all age groups serves as a buffer against suicidal
ideation, while less social support is associated with suicidal ideation. In a large national
sample, Schinka, van Dulmen, Mata, Swahn, and Bossarte (2013) linked trajectories of
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loneliness with suicidal ideation. Adolescents who reported chronic loneliness from grade
3 to age 15 were more likely to report suicidal ideation at age 15. Hay and Meldrum
(2010) found that frequent victims of face-to-face bullying and cyberbullying
experienced loneliness and were more likely to report suicidal thoughts and self-harming
behaviors.
The IPTS is currently one of the most widely utilized and researched ideation-toaction theories of suicide, yet there is a notable paucity of studies examining the role of
hopelessness within the theory framework (Hagan, Ribeiro, & Joiner, 2016). To date, the
research testing the IPTS in adult samples have supportive its constructs. However,
thwarted belongingness does not appear to be as strongly associated with suicidal
ideation as perceived burdensomeness in adult samples. Comparatively, in younger
populations, studies support the hypothesis that both thwarted belongingness and
perceived burdensomeness are associated with suicidal ideations. Even so, hopelessness,
thwarted belongingness, and perceived burdensomeness are not consistently included in
studies testing the IPTS, making theory validation difficult.
Integrated motivational-volitional model. O’Connor’s (2011) integrated
motivational-volitional theory (IMV) represents a second ideation-to-action theory. The
IMV model of suicidal behavior is a three-phase, diathesis-stress framework influenced
by integrating three theoretical models, the theory of planned behavior (Ajzen, 1991), the
diathesis-stress hypothesis (Schotte & Clum, 1987), and the arrested flight model of
suicidal behavior (Williams, Duggan, Crane, & Hepburn, 2011). The IMV conceptualizes
self-harm as not merely a by-product of mental disorders, but as behavior that develops
through three phases, the pre-motivational phase (background factors and triggering

130
events), motivational phase (ideation/intention formation), and the volitional phase
(behavioral enaction).
In the first pre-motivational phase, the diathesis-stress hypothesis (Schotte &
Clum, 1987) explains the factors that determine vulnerability to suicide ideation. Such
factors include a biological predisposition to psychopathology and cognitive rigidity,
stress as a result of adverse life events, and environmental influences such as poverty.
The complex interplay among these factors is theorized to contribute to vulnerability to
suicide ideation (O’Connor, 2011).
The second phase, termed the motivational phase, explains the formation of
suicidal ideation and intent (Dhingra, Boduszek, & O’Connor, 2016). Entrapment
resulting from life circumstances triggered by feelings of defeat and humiliation lead to
suicidal ideations (O’Connor, 2011). Building on Joiner’s (2005) IPTS model, ruminative
processes intensify risk factors such as thwarted belongingness, low social support, and
hopelessness; when combined with a sense of entrapment, these feelings are associated
with the development of suicidal thoughts and intentions to engage in suicidal behavior
(Dhingra et al., 2015; O’Connor, 2011). However, in a study of women with eating
disorders, Perez et al. (2017) suggested that hopelessness appears to have a stronger
influence after one commits to a course of action in the volitional phase (described in the
next section) concluding that future research should examine the more complex
relationship between hopelessness and other moderators of suicidal behavior.
The third volitional phase, the behavioral enaction phase, occurs when suicidal
thoughts transition to action (Dhingra et al., 2016). Conceptually, behavioral enaction
factors occur when additional risk factors (called the volitional moderators) are present
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(O’Connor, 2011). Examples of such factors include impulsivity, having access to lethal
means, and repetitive self-injury; these factors are congruent with Joiner’s (2005) IPTS
construct of acquiring the capability to engage in a suicide attempt (Joiner, 2005;
O’Connor, 2011). This model, tested only among adult populations, shows preliminary
empirical support that the model differentiates suicidal ideation from suicide attempts
(Dhingra et al., 2015).
In summary, O’Connor’s (2011) IMV proposes that suicidal behavior results from
a complex interplay of factors. Feelings of entrapment, where suicide seems to be the
only solution to the current circumstances, determine suicidal intention. Defeat and
humiliation appraisal trigger feelings of being trapped. Stage-specific moderators
developed during the pre-motivational phase determine the transitions from the defeat
and humiliation stage to entrapment, from entrapment to suicidal ideation or intent, and
from ideation or intent to suicidal behavior (O’Connor, 2011).
Three-step theory. The three-step theory (3ST), developed by Klonsky and May
(2015) is the most recent ideation-to-action model of suicide. The 3ST consists of
constructs of pain, hopelessness, connectedness, and suicide capacity. The first step
toward suicidal ideation begins with psychological or emotional pain (Klonsky, May, &
Saffer, 2016). The 3ST views pain as punishment for living. The combination of
hopelessness and pain are required to develop and sustain suicidal ideation. The second
step of the 3ST involves disrupted connectedness (Klonsky & May, 2015). The key
difference between thwarted belonginess and burdensomeness in the IPTS and disrupted
connectedness in the 3ST is that the primary role of connectedness is to protect against
strong suicidal ideation in those at high risk due to pain and hopelessness.
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The final step of the 3ST addresses the conditions under which active ideation
leads to a suicide attempt (Klonsky et al., 2015). The 3ST parallels the IPTS premise that
repeated painful and provocative events increase one’s tolerance for pain and injury and
lessens the fear of death (Dhingra, Klonsky, & Tapoal, 2018). The 3ST expands on the
concept of increasing one’s tolerance for pain by proposing three categories of variables
that contribute to the capacity to end one’s own life: dispositional, acquired, and
practical.
First, dispositional variables refer to relevant variables that we are born with
(Klonsky & May, 2015). For example, Young, Lavriviere, and Belfer (2012) suggest that
individuals are born with higher or lower pain sensitivity. Lower pain sensitivity can
potentially predict the capacity to carry out a suicide attempt. Disposition is consistent
with stress-diathesis theories of suicide; the diathesis refers to a vulnerability or
predisposition that is required to choose suicidal behavior in the event of a stressful
situation or the abrupt onset of depression (Gunn & Lester, 2014). Next, the acquired
variable is similar to the concept described by Joiner (2005). That is, repeated exposure to
experiences associated with pain, injury, fear, and death can, over time, lead to a higher
capacity for a suicide attempt (Klonsky et al., 2015). Finally, practical variables are
concrete factors that make it easier to attempt suicide (Klonsky et al., 2015). For
example, the knowledge of and access to lethal means makes it easier to act on suicidal
thoughts.
The key that differentiates the 3ST from other models is that connectedness is
thought to foster a desire to live even among those with both pain and hopelessness, and
only when the pain exceeds the connectedness can an individual develop an active desire
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to suicide (Klonsky & May, 2015). Klonsky and May’s (2015) findings support several
distinctions when comparing their model to other suicide theories. First, when compared
to theories emphasizing pain (Shneidman, 1993), hopelessness (Abramson et al., 2002),
and connectedness (Joiner, 2005), the 3ST purports that pain and hopelessness must
merge to evoke suicidal ideations. This tenet is strongly supported by evidence that pain
and hopelessness together predicted suicidal ideations across different genders and age
groups. The 3ST model also predicted suicidal ideation more than the models that
considered the interaction between belongingness and burdensomeness. Additionally,
Klonsky and May support connectedness as a robust protective factor against suicidal
ideations among those at highest risk. Specifically, the digression of pain and rise of
connectedness predict lower suicidal ideations among those with combined pain and
hopelessness.
In contrast to low belongingness and high burdensomeness as proposed by Joiner
(2005), the 3ST (Klonsky & May, 2015) argues that such factors are not necessary for
pain, hopelessness, or suicidal ideation. The third tenet, capacity, explains the progression
from suicidal ideations to an attempt and compares to Joiner’s acquired capability for
suicide. However, the variability was small in the progression from ideation to attempts.
The questions of how and when suicidal ideations transition to suicidal behavior indicates
a critical focus for future research.
Discussion
Evidence for application of the IPTS in the literature is extensive, whereas IMV
and 3ST theory applications have only begun to accrue. The new generation of suicide
theories utilizing the ideation-to-action framework offer parsimonious yet testable models

134
of suicide. A striking commonality among each of these theories is the fact that suicidal
ideations are only one component of risk and alone are not enough to result in suicidal
behavior. The capability for suicide, although defined differently across the theories, is a
common denominator that enables suicidal behavior among suicidal ideators. Theories
suggest that acquiring the capability to inflict lethal self-harm develops through
habituation to pain and fear. In other words, repeated exposure to painful and provocative
events diminishes the physiological or emotional response to pain and removes the
natural fear and aversion toward self-harm (Joiner, 2005; Van Orden et al., 2010).
Acquiring the capability to self-harm develops in a myriad of ways including nonsuicidal self-injury, adverse childhood experiences, exposure to means (e.g., guns, high
bridges, and poisons), past suicidal behaviors, decreased pain tolerance, fasting
behaviors, and any painful and provocative event (Klonsky & May, 2015; Whitlock et al.,
2013; Van Orden et al., 2010; Zurowski & Witte, 2015). Capability appears to be an
essential factor in differentiating attempters from ideators, but its predictive ability
requires further exploration (Klonsky & May, 2015). For example, Burk, Ammerman,
Knorr, Alloy, and McCloskey (2018) found that acquired capability for suicide does not
pinpoint where college undergraduates fall along the ideation-to-action spectrum.
Consistent with these findings, Ren et al. (2019) differentiated suicidal and non-suicidal
adolescents experiencing high levels of specific painful and provocative events but could
not distinguish ideators from attempters. Burk et al. (2018) and Ren et al. (2019),
however, did find that non-suicidal self-harming behaviors differentiated attempters from
ideators in among adults. Burk et al. (2018) also found that childhood emotional and
physical abuse were significantly higher among young adults who had attempted suicide
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compared with those with suicidal ideations. However, childhood sexual abuse did not
significantly differentiate between suicidal attempts and ideations, which is incongruent
with other studies.
These studies call into question the utility of acquired capability in identifying
suicidal risk, highlighting the need to explore risk factors having the most significant
influence on the acquired capability. Studies use different measures for acquired
capability, and some measures used may not have captured the constructs that could
effectively identify individuals’ level of risk. Inconsistent use of isolated measures,
including single-item proxy measures such as habitual starvation (Selby et al., 2010),
illegal risk behaviors (Mitchell, Jahn, & Cukrowicz, 2014), childhood abuse (Burk et al.,
2018), and combat experience (Bryan, Cukrowicz, West, & Morrrow, 2010) may not
fully represent suicide capability components and suicide status. Many avenues may lead
to the acquired capability for suicide, and any single risk factor would capture only a
portion of the variability in the construct (Van Orden et al., 2010). Thus, testing theories
using proxy measures as described earlier makes it difficult to draw conclusions about
theory reliability (Horton et al., 2016). The development and consistent use of valid and
reliable measures for acquired capability as defined by the individual theories may
provide stronger evidence for the construct.
Implications for Practice and Research
Health professionals are expected to have the skills to assess and treat suicidal
patients with a comprehensive treatment plan. Typically, suicide risk assessments focus
on questions regarding suicidal ideation as a crucial step in suicide screening. However,
due to the complex nature of suicide, thoughts of suicide are only one component of risk.
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There appears to be considerable overlap among the active components of the suicide as a
process that require investigation. Assessment needs to move beyond the usual risk
factors (e.g., mental disorders, gender, and age) and target common factors in all suicidal
situations.
The ideation-to action framework highlights the importance of dimensional
conceptualization of distress and multiple-domain outcomes. Dimensional models such as
the IPTS (Joiner, 2005), IMV (O’Conner, 2011), and 3ST (Klonsky & May, 2015) share
some characteristics that are especially relevant to the assessment of suicidal individuals
across the lifespan that go beyond merely asking about thoughts of suicide. Individuals
who experience suicidal ideations may not be willing to express their thoughts of suicide
to family and friends, as well as providers, due to concerns regarding privacy and stigma
(Czyz, Horwitz, Eisenberg, Kramer, & King, 2013; Rose, Thronicroft, Pinfold, &
Kassam, 2007). Some individuals who deny suicidal ideations are nonetheless found to
be at high risk of attempting suicide (Chung & Joung, 2012). Therefore, risk assessment
tools that identify suicide risk without explicitly mentioning suicide in the question may
be more useful than those that do. For example, the Interpersonal Needs Questionnaire
has been developed to measure thwarted belonginess and perceived burdensomeness
consistent with the IPTS (Van Orden, Cukrowics, Witte, & Joiner, 2011). Furthermore,
Guidry and Cukrowicz (2016) found that older adults were more likely to report feelings
of thwarted belongingness and perceived burdensomeness than suicidal ideation. This
approach may also be useful for assessment of suicidal adolescents and young adults by
providing a unique understanding of the impact of multiple processes involved in the
development of suicidal symptoms and enabling differentiation of distinctive outcomes
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for different individuals.
Overall, the constructs of the ideation-to-action theories are posited to be dynamic
and amenable to therapeutic application. Using the proposed constructs as part of
assessment may provide clinicians opportunities to employ brief intervention strategies
that, thereby, potentially divert suicidal progression. For example, interventions could
focus on modifying unrealistic perceptions or aspirations and redirecting attention to
other more positive aspects and events in the individual’s life (O’Connor & Portzky,
2018). A volitional help sheet, a recent brief intervention developed from the IMV, has
produced useful empirical evidence in reducing the risk for repeated self-harm in some
individuals following a suicide attempt (Armitage, Abdul Rahim, Rowe, & O’Connor,
2016; O’Connor et al., 2017).
Finally, the 3ST (May & Klonsky, 2016) suggests four clear objectives for suicide
prevention: decrease pain, increase hope, improve connectedness, and reduce capacity.
These objectives could be used to develop interventions and implemented in a clinic
environment or community-based prevention strategies. For example, targeting all four
objectives may be helpful for individual counseling. Specific policies and regulations can
be developed targeted at reducing capability for suicide.
While ideation-to-action theories suggest acquiring the capability for suicide is
needed in order to make a lethal attempt, current treatments are often directed toward
individuals based on single risk factors and do not address the capability for suicide
(Anestis et al., 2016). Although capability on its own is not pathological, it may be
targeted for public health approaches to reduce suicide. Addressing suicide prevention on
a broader scale may be an effective way to reach those who do not seek treatment.
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Anestis et al. (2016) recommended strengthening safety policies to reduce acquired
capability by reducing access to means used for suicide. Means restriction suggested by
Anestis et al. (2016) includes improving barriers on bridges, reducing access to firearms,
packaging of medications lethal in overdose, reducing gas toxicity, and developing
hybrid vehicles that do not idle. Yang, Liu, Chen, and Li (2018) suggest that redesigning
formulations of pesticides and reducing access to toxins can also reduce suicidal
capability.
In addition to having clinical relevance, the theories discussed in this paper
provide important targets for future research. The study of suicide is plagued with a
plethora of challenges due to the nature of suicide itself. Researchers need to be clear and
consistent regarding the terms used and their meaning (Matarazzo, Clemans, Silverman,
& Brenner, 2013). The different terms used in current research hampers the ability to
combine knowledge from studies and publications (Posner et al., 2007). Additionally,
measures of suicidality are numerous and often divergent in their assessment of concepts.
Inconsistent measures make it difficult to compare findings across studies and muddies
their value. Current instruments used to assess suicide risks are not theoretically based,
limiting practice applications (Van Orden et al., 2011). The ideation-to-action theories
provide benchmarks for refining definitions and measurement of theory constructs.
Since suicidal behavior is increased following discharge from a hospital or visit
with a clinical provider, there is a need to understand this acute window (Bolster,
Holiday, Oneal, & Shaw, 2015). Suicidal thoughts and behaviors are fluid, can be acute
or chronic, and can change within minutes, hours, days, or weeks. While cross-sectional
suicide studies with small sample sizes are useful for testing correlations, they fall short
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in establishing causation. It is time to move away from correlational studies to examine
complex interactions of risk factors, mechanisms, and moderators of suicide ideation and
behavior. Longitudinal studies that test risk factors over years may pinpoint risk, but do
not identify warning signs of imminent risk (Dhingra, Klonsky, & Tapoal, 2018; Yang et
al., 2018). Rudd (2006) suggests that longitudinal studies examining risks over short
periods, such as minutes, days, or weeks, are of more salient value for clinical practice.
Suicide researchers are highlighting the importance of exploring established
factors affecting suicide risk by comparing suicide ideators to attempters, making it
possible to distinguish between people who think about suicide from those who attempt it
(Glenn & Nock, 2014; Joiner et al., 2009; May & Klonsky, 2016; O’Connor, 2011).
Examination of specific risk factors associated with suicidal ideation and behavioral
pathways provided by these new theories will help unravel factors and processes involved
to provide more clinically useful information. Finally, the ideation-to-action theories
provide specific targets for testing interventions, which is lacking in current studies.
Conclusion
A limiting factor in the ability to prevent suicide is the inability to predict suicidal
behavior among those who are suicidal. The challenge of identifying those who will go
on to die by suicide has been a quandary throughout human history, and recent attempts
to refine prediction to the extent that it would be of clinical value have failed (WHO,
2018). Historical theories of suicide do not make a distinction between conditions that led
to suicidal ideations, those associated with suicide attempts, and death from suicide. The
new generation of theories within the ideation-to-action framework shows promise in
advancing the understanding of suicide by moving the focus beyond well-known
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individual risk factors and expanding understanding of processes and complex
interactions of factors involved leading up to suicide. These theories also provide a
framework forming the basis for the development of psychological interventions and
assessments to identify and reduce risk (O’Connor & Portzky, 2018). Nevertheless,
research is needed to test these new models with valid and reliable measures of the
specific theory concepts.
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Chapter 5: Conclusion
This dissertation is a manuscript dissertation (MDIS) written in five chapters,
including three manuscripts for publication (Chapters 2, 3, and 4). Each manuscript is
publication submission-ready, written following the format and style of a chosen peerreviewed professional journal, with content consistent with the journal’s aim and scope.
This final chapter includes a synthesis of the manuscript’s unifying theme of the
main topic of adolescent suicide, including contributions to advancing knowledge,
directions for future research and practice, and policy implications. The chapter
concludes with a submission plan with journal names and a submission timetable for the
three manuscripts. Each chapter in the body of this MDIS includes a reference list
specific to that chapter. The appendices following this chapter include the materials
required for the research project, study advertisement, informed consent, safety screening
tool, demographic questionnaire, interview guide, and the internal review board letter of
approval.
The manuscripts in Chapters 2-4 highlight some important implications for
clinical practice, policy, and research related to the manuscript’s specific topic. This
section will discuss overarching implications for clinical practice, policy, and suicide
research.
Implications for Clinical Practice and Policy
Perhaps the most important finding of this research is that escaping suicide is a
process, with survival being precipitated by interaction with another person. An
important implication to be drawn from this discovery about adolescent suicide and how
it is averted is the importance of a comprehensive risk assessment in which the clinician
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engages in a purposeful conversation, with the willingness to explore the depths and
dimensions of an adolescent’s thoughts about suicide. The participants of the GT study at
the core of this research indicated they felt good about sharing their story when the
interview was over. They also indicated throughout the interviews that they wished
someone would have asked about the cuts on their arms or would have taken notice when
they were feeling depressed. Someone taking the time to interact with them or have a
conversation helped them turn their life around, which implies that having a conversation
with suicidal individuals can create a pivotal moment with a lasting benefit and can help
in the assessment of risk. Research indicates that talking about suicide does not lead to
suicidal thought; in fact, it can be therapeutic (Quinnett, 2009). The opportunity to
engage with a suicidal adolescent should be seized, not dreaded.
Suicide risk assessment should go beyond asking if a person is experiencing
suicidal ideations or feels suicidal. This study supports the influence of several suicide
risk factors identified in prior research, such as substance abuse, social isolation,
childhood abuse, and bullying in school. However, it is not enough to know that a person
possesses these risks. The conversation should involve an exploration of the meaning a
person has attached to these factors, asking, for example, how the abuse or bullying has
impacted the individual’s self-identity, meaning, purpose, and self-worth, and how long
they have endured psychological, emotional, physical, and spiritual pain. Risk assessment
should probe coping strategies, giving attention to avoidant strategies of dissociation,
isolation, substance use, and resistance to help.
Research on adolescent suicide prevention stresses that adolescents need to feel
comfortable with asking for help. Suicidal ideations and behaviors are serious signs of
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mental anguish that are often misunderstood and carry with them stigma and shame as the
number one correlates that prevent adolescents from asking for help (Czyz, Horwitz,
Eisenberg, Kramer, & King, 2013; Gearing et al., 2015; Renders, Kerkhof, Molenberghs,
& Van Audenhove, 2014; Rose, Thornicroft, Pinfold, & Kassam, 2007). Stigma
especially contributes to adolescents’ fear of asking for professional help, as they think
they may be perceived as sinful, weak, or crazy (Czyz et al., 2013; Gearing et al., 2015;
Rao, Taani, Lazano, & Kennedy, 2015).
Rose et al. (2007) purposed that the source of negative emotions and attitudes
towards mental health come primarily from the media. Offensive references toward
people with mental illness commonly appear in cinematographic media. Many movies
depict mental illness in ways that lead to inaccurate and sometimes offensive portrayals
that encourage stereotypes (Boyle, 2018). For example, some cartoons contain negative
and fundamentally disrespectful references to mental illness. The characters typically lose
control, engage in illogical and irrational actions, and serve as objects of amusement,
mockery, or fear (Rose et al., 2007). Movies such as the controversial Netflix series “13
Reasons Why” is a suicide revenge fantasy and potentially dangerous perspective for
adolescents who may not realize the finality of death (Greenstein, 2017). Parents need to
be aware of messages adolescents receive from movies. Families should be encouraged to
view movies that depict helpful relationships and that instil hope and trust in the mental
health profession. Parents should also be encouraged to watch movies and documentaries
that focus on suicide or other mental health issues with their teens to help facilitate open
communication within the family.
Reporting of actual or fictional suicides may be followed by suicide clusters
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(Haw, Hawton, Niedzwiedz, & Platt, 2013; Niedzwiedz, Haw, Hawton, & Platt, 2014).
Also known as copy-cat suicides or contagion suicides, these incidents occur when there
is a temporary spike in the total frequency of suicides for a population relative to the time
preceding the event. The impact is most evident within the first two days and the week
after a news report (Haw et al., 2013). Suicide clusters occur when media sensationalizes
a celebrity or local suicide by eulogizing and publishing photos of the deceased (Gould,
Kleiman, Lake, Forman, & Middle, 2014; Niederkrotenthaler et al., 2012). This
phenomenon is most notable among adolescents and young adults and less common in
those beyond 24 years of age (Gould et al., 2014). Gould et al. (2014) found that frontpage placement, detailed descriptions of the suicidal individual and act, and headlines
containing the word suicide, or the description of the method used, were frequently
present in articles associated with suicide clusters. Guidelines for producing responsible
reporting from the media is an integral part of suicide prevention strategies around the
world (John et al., 2017).
Schools can also play an essential part in helping adolescents respond when a
suicide occurs. However, many educators are not prepared to help grieving students, and
few school districts offer appropriate training (O’Day, 2018). The National Center for
School Crisis and Bereavement (NCSCB, 2017) offers resources for schools,
administrators, and staff that explain how to respond to a crisis, such as a death at school,
and provide specific guidelines for the response for a suicide. These guides incorporate
psychological first aid models outlining steps to help students through a school crisis.
More effective and specific interventions are needed when suicide is involved in
addressing school environments and peer dynamics (NCSCB, 2017). It is critical for
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educators and other adults to be able to identify whether a student is at high risk for
suicide contagion. The National Alliance on Mental Illness (2017) offers a free program,
“Ending the Silence”, which is available to the public including students, school staff,
and families. This program, presented by someone who has first-hand experience dealing
with mental health issues, encourages discussion of mental health issues. Through
dialogue and education, society can help end stigma and encourage help-seeking
behaviors.
Implications for Research
Only a small percentage of those who experience suicidal thoughts will go on to
engage in suicidal behavior. The factors that differentiate individuals who think about
harming themselves from those who move towards self-harming is not well known and a
priority area for future research (Klonsky & May, 2014; O’Connor & Nock, 2014;
O’Connor, Rasmussen, & Hawton, 2012). The pathway from thoughts to action is a
complex and multifaceted process and has been characterized in several recently
proposed models of suicidal behavior. The IPTS (Joiner, 2005), IVM (O’Connor, 2011),
and 3ST (Klonsky & May, 2014) models are the new generation of suicide theories that
explain pathways from ideation to action and provide the basis for significant future
developments in suicidology. Empirical exploration of these models is just beginning. A
central aspect of such research requires comparisons between suicide ideators and suicide
attempters. Most studies compare non-suicidal and suicidal participants without
specifying if the latter are ideators or attempters. The development of suicidal ideations
and the progression from ideation to suicidal attempts are viewed as related but distinct
processes with different predictability and explanatory pathways. Therefore, researchers
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need to clarify the population being studied and compare ideators to attempters for better
understanding of underlying processes.
Furthermore, there are ethical considerations when high-risk individuals are the
focus of research. While using individuals with first hand, lived experience about suicide
can improve empirical knowledge and inform practice on the topic, much work remains
on how to maximize their involvement while reducing potential harm to the mutual
benefit of all (O’Connor & Portzky, 2018). Concern that research about trauma and
suicide may re-traumatize participants and cause high levels of distress may outweigh the
benefits of such research and warrant reconsideration of the study approach. The
development of safety protocols and risk assessments while conducting such research is
recommended. As shown in Chapter 2, extensive care was taken to ensure safety and
assess risk and guided responses to unexpected risk, if identified. None of the participants
reported experiencing any distress during the interview. However, some reported having
a support person close by, and some had talked with their counselor about participating in
the study, suggesting that they had expected to experience some discomfort by
participating in the research. In the end, they stated that they felt affirmed by sharing their
story. The success of this study suggests that research with a focus on suicide can be
conducted safely and can provide positive benefits to the participants, as well as add to
our knowledge about suicide and how to prevent it.
Use of Technology in Research
Researchers face the task of recruiting an adequate yet representative sample and
have found using the Internet can be helpful. Millions of people access the Internet or
social media platforms for health and medical information. Social media offers a
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community of support for individuals with a specific disease or social health problem.
Social media platforms such as Facebook, enables support groups to function for a host
of mental or physical health conditions. Internet communication offers new opportunities
to recruit research participants in a specific population that may be difficult to find in
clinical settings. It reduces travel, time, and is cost-effective, limiting cost to the
advertisement time frame. Recruiting can be done from any location connected to the
Internet. The advertiser can specify a targeted age group and geographic area and specific
regions within the specified country. For this GT study, recruitment was done through
Facebook and resulted in recruitment of an adequate sample size from the U.S. and
Canada within 24 hours of placing the advertisement, and at minimal cost.
Interviewing for the GT study took place using WhatsApp voice messaging, an
Internet-based application that is easy to download and is similar to phone interviews.
WhatsApp provides a safety feature of end-to-end encryption. Most participants already
had the WhatsApp downloaded on their phones and were willing to use it. Because
WhatsApp is Internet-based, it does not cost to make long-distance or international calls.
Additionally, the quality of the calls was much clearer than the quality of cellular phone
calls.
Conclusion
It is an interesting time to be working in suicide research and prevention. Recent
significant theoretical developments have enhanced understanding of how to assess
interactions of factors associated with suicide. Despite these advances, much still remains
unknown about the most fundamental characteristics of suicidal thoughts and behaviors.
The enormous gap in our current understanding of suicide provides a rich research
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agenda for future directions in the study of suicide.
Nurses can make a difference at the front line in suicide prevention. But nurses’
attitudes and knowledge can help or hinder progress. It is incumbent on nurses
everywhere to create norms to make it acceptable to talk about fear and uncertainty, to
seek help and to restore peace, health, and dignity for those struggling with suicidal
thoughts and behaviors. Given the incidence of suicide, these interventions are more
important now than ever. Suicide is not something to be feared, but something that
requires understanding and compassion. “Sometimes that is [sic] all it takes is for
someone to recognize your humanness, even if it is brief eye contact and a smile.” (P#1).

163
Manuscript Submission Plan
Manuscript Title

Journal

Chapter 2: Searching for a Sense of Place: The
Process of How Adolescent Girls Overcome
Suicidality

Issues in Mental Health Nursing

Chapter 3: Adolescent Suicidality Concept
Analysis an Evolutionary Approach

Issues in Mental Health Nursing

Chapter 4: Rethinking Suicide Risk with a
New Generation of Suicide Theories

Research and Theory for Nursing Practice

164
References
Boyle, M. (2018, December 19). 5 films that address mental illness. [Blog Post].
Retrieved from https://www.nami.org/Blogs/NAMI-Blog/December-2018/5Films-That-Address-Mental-Health
Czyz, E. K., Horwitz, A. G., Eisenberg, D., Kramer, A., & King, C. A. (2013). Selfreported barriers to professional help seeking among college students at elevated
risk for suicide. Journal of American College Health, 61, 398-406. doi:
10.1080/07448481.2013.820731
Gearing, R. E., MacKenzie, M. J., Ibrahim, R. W., Brewer, K. B., Batayneh, J. S., &
Schwalbe, C. S. (2015). Stigma and mental health treatment of adolescents with
depression in Jordan. Community Health Journal, 51(1), 111-117. doi:
10.1007/s10597-014-9756-1
Gould, M., Kleiman, M., Lake, A., Forman, J., & Middle, J. (2014). Newspaper coverage
of suicide and initiation of suicide clusters in teenagers in the USA, 1998-96: A
retrospective, population-based, case control study. The Lancet Psychiatry, 1(1),
34-43. doi 10.1016/S2215-0366(14)70225-1
Greenstein, L. (2017, May 05). “13 Reasons Why” hurts vulnerable teens. [Blog Post].
Retrieved https://www.nami.org/Blogs/NAMI-Blog/May-2017/-13-ReasonsWhy%E2%80%9D-Hurts-Vulnerable-Teens
Haw, C., Hawton, K., Niedzwiedz, C., & Platt, S. (2013). Suicide clusters: A review of
risk factors and mechanisms. Suicide and Life-Threatening Behavior, 43, 97–108.
John, A., Hawton, K., Gunnell, D., Lloyd, K., Scourfield, J., Jones, P. A., … Dennis, M.
S. (2017). Newspaper reporting on a cluster of suicides in the UK. Crisis: The
Journal of Crisis Intervention & Suicide Prevention, 38(1), 17-25.

165
Joiner, T. E. (2005). Why people die by suicide. Cambridge, MA: Harvard University
Press.
Klonsky, E. D., & May, A. M. (2014). Differentiating suicide attempters from suicide
ideators: A critical frontier for suicidology research. Suicide and Life-Threatening
Behavior, 44(1), 1-5. doi: 10.1111/sltb.12068
National Alliance on Mental Illness. (2017). Ending the Silence of Mental Illness in High
School. Retrieved from nami.org Ending-the-Silence-of-Mental-Illness-in-HighSchool.
National Center for School Crisis and Bereavement. (2017). University of Southern
California. Retrieved from https://www.schoolcrisiscenter.org
Niederkrotenthaler, T., Fu, K., Yip, P. l., Fong, D., Stack, S., Cheng, O., & Pirkis, J.
(2012), Changes in suicide rates following media reports on celebrity suicide: A
meta-analysis. Journal of Epidemiology and Community Health, 66, 1037-1042.
Niedzwiedz, C., Haw, C., Hawton, K., & Platt, P. (2014). The definition and
epidemiology of clusters of suicidal behavior: A systematic review. Suicide and
Life-Threatening Behavior, 44, 569-581. doi: 10.1111/sltb.12091
O’Connor, R. C. (2011). The integrated motivational-volitional model of suicidal
behavior. Crisis, 32, 295-298. doi: 10.1027/0227-5910/a000120
O’Connor, R. C., & Nock, M. K. (2014). The psychology of suicidal behavior. Lancet
Psychiatry, 1, 73-85. doi: 10.1016/S2215-0366(14)70222-6
O’Connor, R., & Portzky, G. (2018). The relationship between entrapment and suicidal
behavior through the lens of the integrated motivational-volitional model of
suicidal behavior. Current Opinions in Psychology, 22, 12-17.

166
O’Connor, R. C., Rasmussen, S., & Hawton, K. (2012). Distinguishing adolescents who
think about self-harm from those who engage in self-harm. The British Journal of
Psychiatry, 200, 330-335. doi: 10.1192/bjp.bp.111.097808
O’Day, C. (2018, May 21). How schools can help students respond to suicide. [Blog
Post]. Retrieved from https://www.nami.org/Blogs/NAMI-Blog/May-2018/HowSchools-Can-Help-Students-Respond-to-Suicide.
Quinnett, P. G. (2009). Introduction: Encountering suicide. Counseling Suicidal People:
A

Therapy of Hope (pp. 5-11). Spokane, WA: The QPR Institute.

Rao, S. P., Taani, M., Lazano, V., & Kennedy, E. E. (2015). Educating students about
suicide: A framework for the use of “fotonovelas” on college campuses. College
Student Journal, 49(2), 217-224.
Renders, A., Kerkhof, A. J., Molenberghs, G., & Van Audenhove, C. (2014). Attitudes
and stigma in relation to help-seeking intentions for psychological problems in
low and high suicide rate regions. Social Psychiatry and Psychiatric
Epidemiology, 49, 231-239. doi: 10.1007/s00127-013-0745-4
Rose, D., Thornicroft, G., Pinfold, V., & Kassam, A. (2007). 250 labels used to
stigmatize people with mental illness. BMC Health Services Research, 7(97), 1-7.
doi: 10.1186/1472-6963-7-97.

167
Appendix A: Facebook Advertisement
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Appendix B: Digital informed consent presentation

Link to informed consent https://create.piktochart.com/output/24014218-keefner-informedconsent
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Appendix C: Safety Screening Tool
Adolescent suicidality study
Screening Interview and Distress Protocol
All screening will be conducted by the researcher.
This is Tamara from South Dakota State University College of Nursing. Thank you for your interest in this
study. Do you have any questions about this study? (If yes, answer questions, if no proceed).
Ask demographic questions?
Because the topic of suicide can be sensitive and might bring up difficult emotions and trigger recurrent
suicidal thoughts, it is advised that individuals who are experiencing a high level of stress or emotional
distress or whose participation might elicit an emotional crisis to not participate at this time.
Is it alright if I ask you some questions to determine if there is any reason you should not participate? (If
Screening Questions

No

Yes

Follow-up Questions

If yes, ask questions
1. Are you experiencing a
high level of stress or any
emotional distress?

2. Are you currently having
thoughts of harming
yourself?

3. Are you currently having
thoughts of harming
someone else?

4. If you participated in this
study, would you be
concerned about returning
feelings or thoughts of
suicide?

Callers responses

Acute
emotional
distress
or safety
concern?
(Y or N)

Imminent
Danger
(Y or
No)

1. Tell me what you are experiencing.
2. Is it getting in the way of you doing things
you need to do (school, work, family
obligations)?
3. Is it getting in the way of you taking care
of yourself?
4. Have you been in the hospital recently for
this problem?
1. Tell me what thoughts you are having.
2. Do you intend to harm yourself?
3. How do you intend to harm yourself?
4. When do you intend to harm yourself?
5. Do you have the means to harm yourself?
1. Tell me what thoughts you are having.
2. Do you intend to harm someone else?
Who?
3. How do you intend to harm him/her/them?
4. When do you intend to harm
him/her/them?
5. Do you have the means to harm
him/her/them?
1. How would you deal with these feelings?
2. Do you have a support person you can talk
to if you begin to have thoughts of suicide?

no, thank them for their time and interest and end call. If yes, conduct a screening interview).
Actions for screener:
1. If answers to screening questions are all No, proceed to review the confidentiality statement below and
schedule an interview.
Confidentiality statement:
All answers that you give will be kept private. This form will be kept in a password secured digital file.
An identification number will be assigned to you that will be used to identify you to your screening
interview for follow-up purposes.
2. If a participant’s responses reflect acute distress or safety concerns but NOT an imminent danger,
take the following actions.
a. Do not schedule an interview.
b. Recommend that the caller contact his/her mental health provider or primary care provider for follow-up.
c. Ask for the caller’s permission to call him/her the next day to see if they are okay.
3. If a participant’s responses to additional screening questions reflect imminent danger:
a. Contact local law authorities and keep the person on the phone until help arrives.
(adapted from Dracker, Martsolf, & Poole, 2009)
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Appendix D: Demographic Questionnaire
Demographic Questionnaire
I.D. #
1. Age
2. MALE FEMALE
3. Ethnicity (check all that apply)
White/Caucasian

Black/African-American________

Hispanic/Latino

Asian_____________

Native-American__________

Other (specify)_________

5. Have you been diagnosed with any of the following conditions? (please circle all that
apply)
Depression

Schizophrenia

Anxiety

Alcohol/drug dependence

Bi-Polar disorder

Any other medical conditions (please specify)

6. Are you taking any prescribed psychotropic medications? (If yes ask which ones)
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Appendix E: Printable Information Letter
Information Letter
Participation in a Research Project
South Dakota State University
Brookings, SD 57007
Department of Graduate Nursing
Project Director Tamara Keefner RN, BSN
Phone No. (605)381-9114
E-mail tamara.keefner@jacks.sdstate.edu
Gtsuicidestudy2018@gmail.com
Date Fall 2017
Please read and listen to the following information. This will be digitally recorded as a
verbal consent.
1. This an invitation for you to participate in a research project under the direction of the
Graduate Nursing Department of South Dakota State University.
2. The project is titled "How Suicidality Unfolds over the Adolescent Years: A Grounded
Theory."
3. The purpose of the project is to understand the process of suicide among rural adolescents
as it unfolds over the teen years. As a young adult, you will have a better perspective on the
suicidality you experienced throughout your teen years when growing up in a rural area.
4. After we determine that you are eligible to participate in the study, the interview will take
place using WhatsApp Messenger voice calling. The interview will be digitaly recorded
through an external recording device.
5. Participation in this project is voluntary. You have the right to withdraw at any time
without penalty. If you have any questions, you may contact Tammie Keefner at the number
listed above.
6. While participating in this study, you may experience emotional distress as you think about
your suicidal experience. If at any time during the interview process you are feeling
emotional distress, you are encouraged to call the crisis hotline (1-800-273-8255), the crisis
text line (741741), the researcher (Tamara Keefner 605-381-9114), or reach out to someone
you know and trust. If you do reach out to me, I will connect with you as soon as possible
and assess imminent danger, call emergency personnel if needed, and then follow-up with
you and the emergency personnel within 48 hours.
7. Your participation is valuable. Sharing your experience will help provide a better
understanding of the process of suicide and can help improve prevention and treatment
strategies. You will have a chance to win a $50 Visa gift card. The drawing will take place at
the completion of the study.
8. Your responses are confidential. You will not be linked to the data by your name, title
or any other identifying information at any stage of the study process or publication of the
findings.
9. As a research participant, I have read the above and have had any questions answered. I
will receive a copy of this information sheet to keep.
If you have any questions regarding this study, you may contact the Project Director, Tamara
Keefner.
If you have questions regarding your rights as a participant, you can contact the SDSU
Research Compliance Coordinator at (605) 688-6975 or SDSU.IRB@sdstate.edu.
This project has been approved by the SDSU Institutional Review Board, Approval No.:
XXX-XXXX
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Appendix F: Interview Guide
I really appreciate you talking with me today. We are interested in better understanding the
experiences of adolescents who make suicide attempts. To do so, we are speaking with young
adults like yourself who can reflect back on your experience when you attempted suicide as a
teen. I realize this was likely a painful time for you so please know we can stop the interview at
any time.
I am going to ask you to think back to the time of your attempt and tell me about it. If there were
more than one attempt, we can talk about them separately. If that is the case, let’s begin with the
first attempt and then we will discuss the others if you are willing.
I am especially interested in what happened before, during, and after the attempt.
Let’s begin with the period of time before the attempt – perhaps beginning when you first started
to think about suicide. Tell me what was happening in your life at that time. Tell me about your
thoughts, feelings, behaviors, and events at that time.
(Use probes to ask about how suicidal thoughts began, how the participant managed them
initially, what was happening in their life, what led to the actual attempts…etc..).
If you are willing, I would like to hear about the suicide attempt. Could you take me back to that
time and tell me about it? Let’s begin when you made the decision to take your life….
(Use probes to ask about how they made the decision, how they made the plan, how they carried
out the plan, what they actually did, what were their thoughts/feelings during the event…etc.. It is
possible that they may not want to go into detail about the attempt). If this is the case, the
researcher will to on to the next prompt.
Finally, I would like to hear about the time following the suicide attempt. Take me back to that
time and tell me what happened after you made the attempt.
(Probe for the immediate aftermath, then move to later times…as above, ask about thoughts and
feelings, how others responded, what transpired)

Now that you are an adult, could you tell me how you view the suicide attempt?
Looking back, what stands out for you?
As an adult, what do you think might have prevented it?
Do you have any advice for adults who work with teens who may be suicidal?
What would you tell a young person who might be thinking about suicide?
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Appendix G: IRB Approval Letter
Investigator:

Tamara Keefner

Project Title:

The Process of Suicidality Among Adolescents Who Have Attempted

Suicide Determination: Expedited, Categories 6 & 7
Approval #:

IRB-1811006-EXP

Duration:

November 7, 2018 - November 6, 2019

The project referenced above has been approved by the Institutional Review Board (IRB)
for the protection of human subjects through expedited review. The proposed activity was
deemed to be no greater than minimal risk and congruent with expedited category
numbers (6) and (7) outlined in 45 CFR 46, section 110.
Note: Any changes to the protocol or related documents must be approved by the IRB
before implementation. Unanticipated problems or adverse events must be promptly
reported to the IRB. This approval is valid for one year. If you require additional time to
complete your study, please submit an extension request. SDBOR regulations require that
research data be retained for seven years following completion of a study, and research
materials for three years. Please notify the IRB when your study concludes.
Dianne Nagy Research Integrity and Compliance Officer November 6, 2018

